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Foreword 

The 'papers collected in this volume . were prepared 
for and presented at^ the International Conference on 
Women, in Health held irf Washington, p.C on June 
16-18, '1975. In addition to these papers, videotapes 
of the' Conference proceedings are I available for use 
by the Regiqnal Qffices. of the Department of Hcalth, 
Education, and Welfare and other appropriate organi- 
zations as background material for discussions in re- 
gipnal bc^other meetings. The (Conference photographic 
exhibition, **American Women at Work in Health 
Careers/' is also available on j^an upon request to the 
Health Resources Administration. Copies of the Con- 
ference chart. book of statistical\data on the status of 
women in health careers in the Ujnited $tatcs and other 
seleete^ countries are alsb available u^qn request. 

The Conference, an International Women's Year 
activity Sponsored by the Health Resources >^dministra- 
tion, was designed to (a) develop j^proved information 
on the status of women as health care pro>aders in the 
United States and selected countries; (b) present, for 
consideration by an international audience, strategies 
used in other countries to improve the stiitus and par- 
ticipation of women as health care provicjers which 
might be adapted for use in the United States. The 
Conference brought tdgeth9r outstanding investigators 
from cQMntries where women play a major role -in the 
health professions and from countries where research 
has been conducted on the relationship of various 
societal factors to the status of women. 
^ The topics covered by the international investigators 
and U«^f. discussants' comments, included the current 
status of women as health care providers in the United 
States and selected other couittries; approaches to cor- 
rect the und^representation of women in the health 
professions; imf)r(3ving the utilization of women in 
health occupations in which they are numerically well 
represented; organization of nurses and allied health 
and support personnel; new roles for women in health 
care delivery; and the role of women in health care 
decisionmaking. 

The- highlights of the Conference presented by Dr. 
Mary Howell (pagel69,)i5ummarized Conference papers 
and discussions. It was originally planned for Dr^ 
Howell's summary to be followed by a panel discussion 
on the future role of women in health in the Unit^ 
^tates. .Congresswpman Martha Keys was to join 
members of the (Jlonfercncc Steering Committee for 
the^f discussion. However, many of (he participants re- 
. quested more time for open discussion from the floor 
lind an opportunity to present more questions to the 
internitional investigators. The agenda was modified 
^ permit this greater participation of the audience, 
and after Congresswoman Keys' presentation, the floor 
was 0|iened for general discussion, Members of the 
Steering Committee joined with the international in- 
•vestigators in the discussion period. Their remarks are 
also included in this publication. 

The Conference- was closed, with an address by the 
Honorable Francoise .Giroud, State Secretary for the 
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Condition of Women in France, who analysed the un- 
tapped potcntial^of wonien lualth workers for increased 
contribution to health servflps in Franc^^^ 

The papers presented were scholarly and provoca- 
tive. The* prepared responses werf thoughtful and, for 
•.the most part, focus on eithe r jhe '^applicability of the in- » • 
formation presented to the UX ^situation or on a- 
comparison of ihi U.S. situatiorXSgith that in other 
countrilfs. y 

A few particular points should be noted; „ • 

Some of the responses, and much of the partici- 
pant di.scussion, were conccrr\^ed with issues . broader 
than, the status and ^role of women a%i providers of 
health care. Concern was expressed about'^the status 
^ and worjting -conditions of both men and wom^n 
non-professional health careTworkers, espccially those' i 
in unskilled jobs such as laundry workers and jarlL- I 
tors. ' " r ^ 

Some attention ,was paid \o the quality of l^ealth 
care delivered to womeji in W United States. The 
women who spoke wer^ providers of health care;, 
nevertheless, as women they eTtp^essed dissatisfaction 
with the care that the health* care consumers receive. 
A number of these issues are addressed in the list of ' 
specific recommendations prepared by a group* of 
participants in the Cotjference (Appendix A). 

Some participants voiced criticism of physicians as 
the dominant profession in^the current (U.S.) health 
care system and others even objected to the faclr , - 
that men (physicians!) had b6en involved in the plan-' 
rfing and program of the Conference. There were 
others who disagreed with such criticism and felt 
that change must be effected by working with and ' 
.S within the system and that women can and must 
work with men in order to bring about those changes. 
Those participants would answer the* question that 
Madame Francoise Giroud presented at the close of 
the meeting with "We do*not want merely to t^ke 
men's places, act as they do, or be the .dominant 
rather than the dominated, but indeed we do want 
to transform society." 

Although ther^e certainly was- not agreement among-^ 
the participants as to the major issues of the Confer- 
ence, the Conference itself provided a much needed 
forum for debate, and highlighted the need for more 
opportunities for women, as the great majority of pro- 
viders and the largest number of consumers of health 
care, to have a greater role in the decisionmaking 
process. A Chinese proverb states that "The journey 
of a thousand miles begins with the first step." If the 
recommendations prepared by the Conference Steering 
Cc3^aiittee, based on the results of the Conference 
• . (page 187), are recognized and acted upon, perhaps'the^ 
Department of Health, Education, and Welfare's Inter- 
national Conference on >yomen in Health and these 
papery presented there will be that first step. • 

Betty A, Lockett, Ph.D. ^ . P 

Project birector \ 
International Conference on Women in HedHh: 
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Sex Roles in the Heahh Sector 



Monday June 16^ 1975 

8:30 am-9:15 am Registration 
9:15 am-9:30 am 



9:30 am-9:45 am 



9:45 am-9:50 am 



Opening Remarks 

Official Welcome 

Introduction of Honorable 
John G. Veneman 



9:50 am-10:10 am Remarks on Behalf 
of President Ford 

10:10 am-lX):40 am doffee Break 7 



Betty A. Lockett, Ph.D. 

Conference Project Director and Chief, International 
Programs St^^J[f, Division of Medicine, Bureau of Health 
Manpower, ^Health Resources Administration/ PHS 

Kenneth Ml Endicott,M.D', . 

Administrator, Health Resources Administration/ PHS 

Theodore Cooper, M,D, 

Assistant Secretary for Health/ PHS 

Honorable John G. Veneman 
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of DHEW 



I. Definition of the Problem: State of the Arts 



10:40 am- 1 1 :25 am Status of Women as Health Care 
Providers in the U.S.^ 

-J 

1 1 :25 am-1 2:00 pm Status of Women as Health Care 
Providers in Selected Countries 



12:00 pm-l:30 pm Lunch 



Barbara Ehrenreich, Ph.D. 

Author and Associate, Women's Health Forum New 
York, New York 

Margot Jefferys, Ph.D. 

Prof essorof Medical Sociology and Director of Social 
RQsearcinJnit, Bedford College London, England 



n. Approaches, to Correct the Urid^rrepresenlation of Women 
in the Heahh Professions 



1:30 pin-2:30 pm 

1: 30 pm-l:45 pm 



A Look at the USSR 

Summary of Research Paper: 



Maria D. Pirmifyar 
Chief Editor of Health 
Moscow, USSR 
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1 :45 pm-2: 10 pm US. Discussant: 



2 :00 pm-2 : 1 5 pm U.S. Discussant : 



2:15pm-2:30 pm 
2:30 pm-3:30 pm 

2:30pin-2:45 pm 



General Discussion 

The Scandinavian Experience 

Summary of Reseatfh Paper: 



2 : 45 pm-3 : 00 pm U.S. Btscus^ant : 



3:00 pm-3: 15 pm U.S. Discussant: 



3:15 pm-3:30 pm General Discussion 



Mark G. Field, Ph.D. 

Professor of Sociology, Boston University; Associate 
. of Russian Research Center, Harvard University; and 
Chairman, Research Committee on the Sociplogy of 
Medicine^ International ^iolopcal Association 
^oston, Massachusetts ^ 

Jean E. Campbell, D.D.S. . . 

. Practicing Dentist and Past President of Association of 
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III. Approaches to Improve the Utilization of Women in the Health Occupations in 
Which They Are Well Represented 



3:30 pin-4:30 pm 



3:30 pin-3:45 pm 



How to Improve the U^ization 
of Nurses and Allied Health and 
Support Personnel: The Swedish 
' Model y 

Summary of Research Paper:. 



3:45 pm-4:00 pm U.S. Discussant: 



Inga Johnsson, R.N. 

Assistant Head, National Board of Health and Welfare, 
Planning Unit Stockholm, Sweden 

Loretta C. Ford, R.N.,\Ed.D. . 

Dean and Director of Nursing, University of Rochester 
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V. 



4:00 pm-4: 15 pm U.S. Discussant: 



4: 1 5 pm-4:30 pm General Discussion * 

6:30 pm-SsOO pm Repption 

'"National Academy of Sciences 
ThQ Great Hall 

South Side of 2100 Block of C 
. Street N.W. 
Washington, D.C. 

8:00 pm- 10:00 pm Dinner 

Department of State 
Benjamin Franklin Room 

4 2201 G Street, N.W. 

^ Washington, D.C. 



Elizabeth Harding, M.S. 3d 
Assistant Professor,, School of Nursing, University of 
California San Francisco, California . 



Host: 

Honorable Caspar W, Weinberger 
Secretary, DHEW ^ 



Guest of Honor: 

Honorable Francoise Giroud 

State Secretary for the Condition of Women, France 
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9:00 am-lOiOO am ' Approaches to die OiganBtfoii 
of Nones and Anted Healfflsmd ' 
Siqppoit Pefsonnd: The Anstn- 
. lian Experience * 

9:00 am-9:lS am Summary of Research Paper: 



?):15'am-9:3^)^am U.S. Discussant: 



9:30 am-9:45 am U,S. Discussiant: 



9:45 am-10:00 am General Discussion 

10;00ani»ll:00ani' Innovatfons in the Utilization of 
Norses, Allied Health and Sop- 
^ port Personnd; A Look at Co» 
lomhia 

10:00 am-l6: 15 am Summary of Research Paper: 



10:15 am-10:30am U.S. Discussant: 



1D:'30 am-10!45 am U.S. Discussant: 



Mary E. Patten • 

Federal Secretary, Royal Australian Nursing Federation 
and Member, Hospitals "and Health Services Commis^ 
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13 



Maricel Manfredi, R.N. 

Director, Department of Nursing, University of Vallc 
Cali, Colombia - ^ 

Ruth Roemer, J.D. 

Researcher in Health Law, School of Public Health, 
University of California 
Los Angeles, California 

rEllenT.Fahy^^:rEd7Dz-^-^^ '- ~ ~ ::-.^:r:..:::^ 
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1 1 :00 am-1 1 :30 am Coffee Break 



Ruth Watson Lubic, R:N., MS., C.N.M. 

General Director 

Maternity Center Association 

New York, New York 



IV. Hew Roles for Women in Health Care Delivery 



11;30 ani-12:3fl|pin Conditioiis in China 

1 1 :30 am-1 1 :45 am SiHnmary of Research Paper: 

11:45 am-1 2:00 pm U.S. Discussant: 



12:00 pm-12:15 pm U.S. Discussant: 



12:15 pm-12:30 pm General Discussion 

12:30 pm-2:00 pm Lunch \ 

2:00 pm«3:00 pm The Cameroonian Experience 

2:00 pm-2:15 pm Summary of Research Paper: 



2:15 pm-2: 30 pm U.S. Discussant: 



2:30 pm-2: 45 pm U S. Discussant: 



Ruth Sidd, M.S.W. 

Author & Lepturer. Books on China: Serve the People, 
Women and Child Care in China, md Revolutionary 
China. 
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Carol A . Brown, Ph'D. 
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2:45 pm-3:00 pm General Discussion 



£-K<9<a\I^**»*^ » •w»^«'— — -7 

Duke University Medical Center 
Durham, North Carolina 



.J \ 
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V. Analysis of the Role of Women in Health Care Decisionmaking 




3:00 pm-4:00 pm 

3:00 pm-3:15 pm 



A Look at Poland 



Summ^rj^of . Research Paper: 



3:15 pm-3:30 pm U.S. Discussant: 



3:30 pm-3:45 pm U.S. Discussant: 



3:45 pm -4:00 pm 
4:00 pm-4:30jpm ' 
L 4:30 pin-5:30 pm 
4:30 pm-4:45 pm 



■Ik : 



General Discussix)n j 
Coffee Brisak i- 
A Look at the PliQippfaies 

Summary of Research Paper: 



•/ 

/ ^ 



/ 
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10:30 am-ll:0O am Coffee Break 
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r 
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=! :3G^pm--2:25 pmr 

2:25 pm-2:40 pm . 
2:40 pm-3: 15 pm 



Film Program 

^TherrBar^foot^J^octors-olJ^ 
China 

WOW . . . Women of the World 
Taking Our Bodies Back 



falHeall 
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Assistant^rof^ssorTdf Pediatrics and Associate for Stii- 
denfAfiSirs, IRurlfard Medical School 
Boston, Massachusetts - ^ 

. . * \' 

Honorabl^e Martha E. Keys 
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Member of fne Committee on Ways an4 Means, 
Health Subcommittee 

Jessie Scott, R.N. . - 

Assistant Surgeon General, Director, Division of Nurs- 
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Honorable Caspar W. Weinberger 
Secretary, Department of Health, Education, and Wel- 
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France ' ^ 

... ' I 
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Opening Remarks 

Betty A . Lockett, P:^ D. 

Chief, InternatiohaVProgram's Stqff, Division of 
Medicine And Conference Project Director, 
/Bureau of Health Manpower/^PHS 
If, Si Department of Health, Education, and Welfare 





It is my-f??lvilege to convenel^^^l^hatidhal Con- 
ference on Women in Healtifi iSn^S^U^bf the Health 
%Rources-Administration of the United ^States Depart- 

i/^fit of ifcalth, Education, and Welfare. ^ 

'^This hflftng is not an international conferencejn 
one common usageS^f the word, "international". While 
this group is tog^hec for two and b half days, no at- 
tempt will be made to^ specifically address, on a global 
basis, important broad concerns about general equity 
between men and .women, the participation of women 
in societal deveIopment,^r .their common efforts in the 
cause of pejace — these issues are the agenda for the 
United Nations International Women's Year Confer- 
ence to be held in Mexicp City next week* 'Rather, our 
discussions will focus directly bn wonfien as providers^ 

, 'bMie^Ith cacp. - , 

i;he''Stated purpose of this mieetingf is to bring to- 
gether outstanding refearchers who have studied the 
role and status of women irt Jiealth careers in other 
countries — and it is in this sense of the word that the 
conference is intematiortal. 

This group represent§.^more than twelve countries 
from diverse regions oi^he world— meeting together 
to determine what lessons we in the United * States 
might learn from research and experiences in' those 
countries/Clearly, I am not suggestilig that only the 
United States can benefit from this conference — clearly 

^ the lessQns Reamed in any given country are, potentially 
relevapt' forjpther countries. But we are here to learn 
from ftbu^ftnes other than the United States about 
meth|d^^ improve the status and utilization of women 
i^ healm and — to hear of the successes and failures of 
apprpaches to the problem of sex stereotyping — of men 
as well^ women — ii4 the health field. We also hope tp 
develop information which would peftnit us ^o deter- 
mine the usefulness of possible future cross national, 
comparative research \h this area. These are §ome of 
the goals which Ijn^ been spt for accomplishment 
during the tihiflijS^ together. ' ' 

After discuSOTltg these goals recently with a colleague,, 
he commented to^m'e "You know nothing is ever 

— reaZ/Jr accoThplishe^^ 

ate reaction to his rebiark — apart from curiosity about 
his. operationq^l definition of reality — watf to mentally 



Wst all tjie objectives ^e had established for tfiis meet 
Ing. I counted the stfliolarly papers that have bepli 
prepared and the statistical data compiled in the pon- 
^ifexence chart boolc as tpn^ble outputs already accom- 
pHshed. , . ^ 

However, before I gave a verbal response to. his 
comment, iValized thatipapers could have been com- 
missioned and -statistics Icompiled without cbnvening 
an international conferenie. And I asked myself— Vvhat 
' could w^ope to achieveWilh this assembly that cbuld 
not be accomplished without i^— and what can we do 
to ensure that this conference does not become, another 
shining example of tokenism in this area? 

I believe there are several qualitative dimensions to^ 
the goals of our conference! which, .can best be accom-* 
plished by meeting 'tpgethert First,*^ the meeting allows 
researchers and health profe 
and othe^ countries to ens ^ ^ 
papers are a one-way communication. The conference 
setting permits two-way coipihunicatiOin and this is 
" critical. Research on the st 
• stereotyping is' still in its ei , ^ 
comparative studies are almokt nonexistent. Future re- 
search can benefit from .the cross fertilization and 
' stimulation that only^ meetii^g together and eriga^ng 
' ' in free and open dialogue produces. 

Our discussions and debates can aid in the identifica- 
tipn of areas where^ research and information are 
needed and perha^U^nerate new efforts. Exchange 
of ideas about findm^Si^^n the papers presented, 'and 
the conclusions of our pafifel on Wednesday morning, 
also can provide useful- information for program plan- 
ning and policy development :within the He^ilth Re- 
: sources Adniinistration. ■ ^, 

Finally and more importantly, this conference was- 
deliberately designed' to provide an opportunity for de- 
cisionmakers ^nd administrators; as well as researchers, 
to«participate In these discussions and. through' that 
; participation to . become better informed about' the 
:statu's of women in this 'country in comparison with 
their status in other countries, 
r^T^iose^f^you^ho^^e^^eeisipnmakerSr-^from^^ 



atus pf '•'women and sex 
arly , stages— international 



professional organizations, HEW, other agencies of 
the executive branch, and members of ^ngress are, for 
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the mosV part, men. You will\ during this confef^gie 
have an opportunity to meet with researchers,, heSth 
professionals, and other he^I^ workers, who are for 
the most part women — wtSmen who have demonstrated 
their ability to articulate and analyze the problems 
surrounding this issue of the rot^ and status of women 
in the health field: •■ " 

Becaiise of the importance of this opportunity) we 
are mos^t pleased to have with us this 'morning the 
government administrators and officials in the audience, 
as wel^as; the distinguished guests who are our^speak- 

i m • 



^ers. At this time, I have the personal pleasure of intro- 
ducing.Dr. Kenneth M. Endicott, Administrator of the 
Health Resouriies Administration, who will bring to 
you the official welcome to' the conference. It is througih 
the interest and pa rticipa tion of leader^ such as Dr. 
EndiCott that the goals c9^s conference can be real- 
ized. Let us all work together these pext few days to 
make 'a meaningful contributioii to the celebration of 
International .Wbmen'a Year and cause^it to be some- 
thing more than what Gerinaine Greer has termed '/one 
long Mo'ther^s Day*% 
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Official Welcome 

Kenneth M. Endicott, M.D. 

Administrator, Health Resources Administration /t^KS 
VS. Department of Health, Education, and Welfare 



It's a pleasure to open this landmark conference; on 
"Sex Roles in the Health Sector". And it's an honor 
to welcome the\ distinguished guests to our country 
who have already contributed their knowledge, wisdom, 
and experience in their native countries and are willing 
to share that collective wisdom with us so that we can 
do a better job in this country, in solving our vast health . 
problems. " 

efrtend^ a sincere welcome to those of* you who 
have traveled ^ere from all part^ of this country to 
lend your efforts toward creating a system of health 
care th<t v^Il be open (o all people based on their 
medical needs- »as patients or their talents as the pro- 
viders of high quality- he^lthi ca^e. ^^ » • • 
I We are here to learn. And we^are not afraid to admit 
that we have 'much to learn. ' 

For instance, it would be good to learn why we, in 
this Country, consider dentistry a male profession — so 
much so that only about 2 percent of our dentists 
are women; and why people in Finland accept a dental 
profession where more than. 70 percent of all dentists 
are female. 

For instance, it would be good to learn how a thirty- 
eight year old housewife in China can be taught to 
provide acceptable first line health* cafe with little 
iifitial formal training, and how*she can embark on a 
career, which includes a ^gular program' of service 
combined with continuing'^^ucation. > 

For instance, I would -Kke to know more about what 
ingredients make im possible for a country like 
Cameroon to graduate its first female medical student 
just this year while raising its pe^rcentage of female 
students now studying in medical school to alrfiost 15 
percent. And do we have something to learn from that 
country which has a career ladder in nursing that gives 
the appearance of being mort systematic than anything 
we have here? 

For instance, what can we learn from the system in 
the Soviet Union where paid maternity leave, pre- 
served work status, pre-school establishments, and a 
system of constant medical ^attgntion for children lifts 
i^arrgreat- deal^of=.responsibiUty^ from^zrWomenTzraUowing::: 
them to successfully combine motherhood and careers? 

And for instance, what can we learn for owr future 



\ 



from the way health employee negotiations are handled 
in Sweden. 

Thesp are just some of the subjects with which we 
will Wdealing in the two and a half (lays ahead of us. 
And out of this discussion, debate, and clear exchange 
of ideas, I hope we in this country, and most particu- 
larly,' we in the Health Resources Administration, will 
get some new insights into how we can shapie our future 
policies to make the receivin^i^and the providing of. 
health care in .the United States a fair and effective 
experience. 

)^ithin the Health Resource 
have programs and people^'^^ 
wj^ys to change ou|^^ 



J tter. In the -Healtl 
bts of 1971, discrif 
thl^ schools of the^-tiji ^ 
prohibited. And, in paf|| 
fSir-fegiale health pi*bfes5ij 



itiHl^ we 

varicl to 
for the 
^Training 
^actices in 
fiursing was 
QCFcase Iff admission rates 
I i^tudents is testimony to 



that legislation aijd the ^^j^. it was carried out. 

When the Heialth jj^&llirces Administration was 
orgfiini^ed almost 1tw4^^ars ago, we established an 
Of^c/i. ol Health\R Opportunity to assure, 

equity of access^tolieilth care and health careers by all 
people* Within the past two years, ^that Office has be- 
gun ^6 develop special concerns for programs that 
affect, women and has begun to focus our attention ^ 
on the problems that' women have in achieving equal 
treatment, in the health field. 

One ^r-reaching instrument which we in the Health 
Resources Administration now have to achieve more 
effective Results in planning for the decent deployment 
of health tesdurces in communities zlround the country 
is the National kealth Planning and Resources De- 
velopment: Act of 1974. Within the ' next six weeks, 
more thab 200 Health Service Areas will be designated 
and within these areas. Health Systems Agencies will 
be appointed to plan for. the health delivery; and re- 
source deployment within tltose areas. I hope that you 
will use this new health planning system to take the 
^ lessons that, are learned at this conference and apply 
them where appropriate within your local areas. I hope 
: you^wlUrCprUi^r^^^ 
spokesmen and women for equality within a quality 
health delivery system.. ~ - ^ 
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Remarks \ 

Theodore Copper, f4.D. ^ 

Assistant Secretarffor Health/PHS 

US. Department of Health, Education, and Welfare^ 



I am delightedjo be- her^ this morning on behalf of 
the Secretary ,^ on behalf of the Depairtment of Health* 
Education, and Welfarerand-^on behalf of the* United 
States Public Health Service. .1 welcornb you to this 
beautiful setting on a beautiful day in 1^ city. 

Dr. Endicott has . related to you a broad spectrum 
of what can be -accomplished ^through a conference 
- such as this and it's follow-through for chan^g tHi^ 
way we do business in the health field in this country. 

In reviewing our own programs in tHe Public Healm 
Service I ani aV^are .that we hive not utilized as well 
as we might a broad spectnjtaT of resources in tiding 
to solve healm problms in tkis' country. We also fcknis 
W^the dollar -jand we haye not teken advantage of the 
human jj&soutce. We .hav? not implemented in an 
eff^tive way *all the ^tivities ^lat^bijyid; ensur^e the 
best utilization of thc^flsi^]^^ and there;^iire several 
wayj in which/we expect tp]change this. > 

Pr>£ndic(»t mentioned n^cipafion in the planning 
bill. We NvHl restructure c^^ttitude toward inservice: 
training^yrtibLe Public He^m Service' ijind I could go 
on to s^OT^ of the topicT which I knpw will be on 
your agenda. The message' is basic^ly that the Depart- 
-*^=TOent puts this problem at .a high priority. We must 
learn to utilize more than just the dollar 'resources, 
which are now recognized to be finita, for the solution 
of our*health care problems. The le^ership which you 
and overall sectors of society can give to tke solution 
of thibse problems in health, is badly needed because ^ 
health is now recognized as a top socidi priority in this 
country. 

FmalW. it is reflected in the position that the political 
. system umt will give to the problem of health in the 
very near futufe.*. _ a ^ 
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John G. Veneman ' * 

Counselor to the Vice President 
of the United States 



It is ^ pleasure to be here this morning to convey 

' to you the warm welcome of l^e President of the 
United States. President Ford has expressed his interest 
in these proceedings, which have brought together 
officials, scholars, and health professionals from every 
continent. ^ 

During the next few days, the various approaches 
countries from, throughout the ^yorld have taken to 
confront the problems encountered by women in the 

. health professions will be discussed. You will be ex- 
changing experiences, observations, and suggestions. 
Obviously, . all of the positive experiences cannot be 
applied in each country represented at this conference. 
But they can tell us what can be done and jive 2ill of 
us some objectives to strive for. 

It is appropriate that the health sector be an area on 
which to focus the celebration of International Women's 
YeaJr in the United States., 

In this country tfie j^calth industry represents one ql 
the, largest elements oi our economy. As a vital part of 

' our society, our Government is committed to ^suring 
equal professioqal opportunities for anyone who pur- 
sues- a^career in this "area. 

, BotnsHie President and Mrs. Ford are strongl^lpter- 
ested in seeing that women advance in all professional 
areas, and that any previous social or institutional 
impediments dd not prove to be a handicap. The Presi- - 
dent conveys his hope that thisconferencel will provide 
a significant step' toward identifying such Ampediments 
and toward developing strategies for removing them. 
' It is well known that women are the foundation of 
the health industry and have been since early times. 
They have always represented the largest numbers, but 
not proportionately in the upper echelons. 

What is not so well known are the contributions that 
women have made to health, to health policy, and to 
the field, of medicine as a whole. % 
' In this country 'there were women like Dorothea Dix, 

' Who is best known for her campaigns against the hor- 
rors of mental institutions and her efforts on tfehalf of 
the neglected insanfe and f<ir her efforts to improve the 
conditions of jails-^ and penitentiaries. Bu t her great 



War broke out in 1861, she personally recruited nurses j 
to care for the woimded, and recruited Dr. Elizabeth 
Blackwell. America's first woman physician, to train 
them. She then fought the bureaucracy of . the Army 
medical department to| gain* President Lincoln**j5 ap- 
pointment as the very first Superintendent of the United 
States Army Nurses. ^ ^ 

A half century after Ms. Dix, Ida Canndn brought 
medical social work into medfcine ^ as an important 
adjunct of medical care. The emphasis on the patient 
# as a person grew out of her work. 

Nirs. Elizabeth Milbank Anderson, whose fortune" 
established the Milbank Memorial Fund, focussed at- 
tention on preventive medicine. She propoundedrin * 
1913 that she, was particuT^rly interested in fostering . 
preventive and social measures for the welfto of the 
poor of this city. Since that time, more and more of 
public and private contributions have made their way 
into support of preventive services. 

Dr. Sara Josephine Baker, concerned ove# infant 
mortality in New York City, where she served as 
health officer at the turn of the century, established 
clinics which made it possible for mothefrs to feed their 
infants clean milk and water and escape the dreadful 
summer cholera that in August 1904 carried off 40 
percent of the babies born that month. . 

It was Dr. Martha Eliot who convinced the Presi- 
dential Committee writing the Social Security Act in 
1935 to include a maternal and child health tide. 

The first concern with occupational health was 
brought to American medicine by Dr. Alice Hamilton ,, 
who spent her lifetime contributing to medicine and oc- 
cupational health. 

The list of women who have set or changed the 
course of medicine in this country 'goes on and on. 
Much has been accomplished, but much more remains 
to be done to remov/a the barriers that have precluded 
woman from a fuller participation and achievement in 
the health fields. ' 

The 1960's in this country were a period of major 
advances of racial minorities toward removing barriers 
to social, economic and professional equality in this 



contribution to health Services "was~to establish the first 
secular nursing servicfe in this country. When the Civil 



nco^tfyr 



It appears to me, that the 1970's will be a period of 



EKLC 



22 



achieving a new awareness of the potential of our fellow 
persons to make major professional contributions to 
society. Throughout the world wc are witnessing a sig- 
nificant change in attitudes on the part of women. They 
have developed a broader base of confidence, aware- 
ness and support for their professional ik)tential, and 

^^j. . have taken on a new ambition to achieve true profes- 
sional equality. ^ > , 

Let me turn more specifically to your agenda for the 
next few days. When I saw the title of the conference, 
my initial reaction was to ,ask:,is jt appropriate to 
copceptualize roles in the health profession by sex? 
Shouldn't anycme, regardless of sex, be free to perform 
any function in the professioii? As { mentally responded 
jn the affirmative to those questions another tihou^t 
came to jnind. We should recognize that oftentimes 

6 \ there is a fundamental difference in the way women and 
men might approach the professien. I believe the femi- 
nine style and approach to a specific profession is 
unique and it can bring a new perspective to that pro- 
fession. This aspect of the feminist movement may well 
prove-to be a strengthening factor for our society as a , 
whole. 

. Undoubtedly,* much of the data which will^be, pre- 
sented in this conference will show, significant under- 
representation and underutilization of women in many . 
parts of the health profession and tvili show that yfivlt*. 
wpiiien may be heavily concentrated in some areas-,* that ^ 
they are not adequately represented in other ai'eas of 
the profession. 

It is very difficult to find a woman department chair- 
man in a medical school, or the head of aiteaching 
hospital, or professor for that matter. 

The Federal Government has adopted many policies 
aimed at removing the^ barriers that stand in the way 
of achieving" equity for women in our society. They 
have moved aggressively to correct discriminatory 
practices among institutions of higiher learning and 
professional schools. But it>4akes a long time to pro- 
duce results through affirmative action programs. 

As I thought about thi^roblem it struck me that 
the Federal Gc^jftiment unfortunately has only the 
clumsiest sorts ^ffbols at its- disposal to address this 



kibd of a problem. Generally, once the problem has 
been identified to the government, a Federal agency 
will move to withhold funding to institutions which 
encourage any discrimination. The same tool will also 
be used, to provide incentives to change institutional 
or structural barriers which allow this kind of inequity 
to continue. 

Unfortunately, these tools are slow, they can often 
be rather easily circumvented, and they are generally 
not very effective. Change occurs most rapidly when 
the* institutions at issue have already come to realize 
the ine^uiti^ and recognize the need for change. 

In shoit, while the Federal Government can remove 
some institutional impediments by legislation and by 
going after some of our major social structures with a 
blunt instrument, it reaUy is not very effective in achiev- 
ing very major social and personal changes in per- 
ception ovemijght* 

This fact lends even more lignificance to this con- • 
ference and the upcoming agenda. It' seems to me that ' 
a more effective tool tfian the heavy artillery* ot Federal v 
mandates is through persuasion which can come {rom 
strong examples provided by other systems in other 
Countries. SuclHexamples are very eflfectiVe in breaking 
down institutional resistance and establishing j^ware^ , 
ness i)oth on the part^of the health industry and on the ; 
part of wbmen themselves as to ,the potential arid the' 
value of solving inequities for women in health. 

I was impressed to see that every continent is repre- 
se^ited at tms coiiference. I think that is very important 
because only through such broad exchange and dis- 
cussion can the very best examples be brought out and 
made more visible and be used to play the role which > 
I have just discussed. I think the approach of this 
conference is excellent and I am sure it will be very 
effective. 

Let me say personally for myself, and on behalf 
of the President, that we look forward to carefully 
studying the reports on these proceedings. 

I think it is critical Mzi the information and the 
ideas generated from your discussions be disseminated 
widely throughout this country. 
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The Status of Women as Health 
Care Providers in the United States 

Barbara Ehrenreich, Ph.D. 
Author, and Associate 
Women's Health Forum 
New York^ New York 



As the first North American speaker I'f^el obliged 
to impress upon our foreign' guests what\a revolutionary 
step this conference represents, not only with respect • 

! to women and their «tatus, but with, respect to U.S. 
foreign policy as well. ThQ guiding prmeiple behmd 
U.S. foreign policy seems;t6 be that the United States' ^ 

<has a'' responsibility to instruct other, nations in the - 
correct management of their ecpnpmic, political and 
military affairs! It is unprecedented, to , my Mcjtwledge, ' 
for a U.S. governmental agency to' Cjal|^Pgether ' repre- 
sentatives of -other nations, for ti^^express pui^ose of 
learning from them* I think«^jt/is 'very significant that 
the idea for such an internation^, conference originated 
with a group of women within the U.S. Government. 

Wheo it comes to the subject^of -Women and health, 
though, I suppose we have very little choice but to 
attempt to learn from others. We certainly have very 
little to teach, except perhaps as a negative example. I 
can summarize the status of women as health care 
providers in the U.S. very briefly: It is not good, and it 
does not look any better by comparison to the situation, 
in other countries. Whether we measure stat^kin terms 
of income or in terms of more qualitative fdK^rs such 
as control over one's own work, input into institutional 

' decisionmaking, or societal prestige, we find the same 
thing: Within the U.S. healdi industry, women occupy 
jobs characterized by lower income and less power and 
prestige than those occupied by males in the health in- 
dustry, and even within the same job category, women 
receive lower incomes than men. The only exception ^ 

: to this generalization about sex stratification in the 
health industry occurs, in the case of minority group 
males, who are concentrated at the very bottom of the 
occupational hierarchy. This pattern of race and sex 
stratification within the U.S. health industry has been 
documented again and- again — in tones ranging ^from 
academic resignation to feminist outrage.^ 

To say that women occupy a subordinate position 
within the U.S. health industry is hardly to say anything 
new or startling. After all, women occupy a subordi- 
nate position within U.S. industry in general. Women ' 

i=z^^==i^^l^sLexe4j^ ^Qd clerical occu- 

pations, and are underrepresehted iiT top professional 
and managerial job categories as well as in the skilled 



crafts.2 Within any particular industry or industrial 
sector, one will find an occupational hierarchy grossly 
parallel to that in health: White males in positions of 
maximum authority, and pay^Jemales and non-white 
males in positions of minimum authority and pSiy. 

But even . against this background of job discrimi- . 
nation 'and. segregation, the situation of women in the 
U.S. health industry stands out in stark relief, for two 
reaisons: First, . bejrause the- health work^^ is an 
overwlielmingly female workforce. Approximately 75 
percent of this nation's health "manpower", as the ex- 
pression goes, is actyally womanpmver.^ Even by O.S. 
standards, this represents an uriusukUy high degree of 
industrial sex segregation. Second, the women in the 
health workforce are, relative to the bulk of the women , 
in the paid workforce in this country, a highly skillecl 
and trained group. Thirty^two percent of the job 
categories in the health industry are among those 
classified as "technical and professional'"* and even 
the so-called unskilled jobs frequently involve the 
on-the-job accumulation of invaluable experience and 
skill. So it does not take much feminist sensitivity to 
see that there is something unique about the health 
industry: Here we have^ a veritable army of female 
workers, approximately three million, many of them 
highly trained and/or experienced, dominated ty a 
tiny cadre (numbering about 400,000') of largely male 
physicians and. administrators.*^ 

How do we explain this situation? Let me say at the 
outset that there is nothing "natural" about it: There 

nothing about human anatomy which dictates that 
males should be physicians and administrators while 
females should be nurses, technicians and therapists; 
and there is certainly nothing about human anatomy 
that dictates that the latter set of occupations should be 
^subordinate to the former. We know that this situation 
does not prevail *in all countries and that it did not 
always prevail in this one. In the colonial period and 
the early days of the RepubHc, women served as 
autonomous healers — general practitioners as well as 
midwives — and in some States outnumbered male 
healers.^ Ann Hutchinson, the dissident r eligious leader 
and fbfihder of RRode" Tslalia^ was^ a "png^^ 
tioner. Harriet Tubman, the Black leader who led so 
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many slaves to freedom, worked as both a nurse and a 
doctor.l^ 

It could argued that there^ is no mystery about 
the situatiort qf women in heaUh, that if is simply a xe- 
flection of the situation of 'women in our socipty in 
general. There is a great deal of truth to thip argument: 
Certainly the "family" of health workers res^njWes 
nothing so clearly as the family itself, with women play- 
ing subordinate and nurturant roles, men playing domi- 
nant and instrumental roles. The only trouble with this 
as .an explanation is thatihe modem '^family" or health 
workers is far more authoritarian' and patriarchal than 
the actual American family has been for many dec-, 
ades,^ especially at - this point, with 43* percent of 
married Avomen working outside their ^omes.^ Of 
course, the. medical system "reflects" the sexism preva- 
lent in the society at large (how cotildJt do other- 
wise?), but it seems also to. 6oficentrate and intensify 
that sexism. • L 

I would like to argue that what we see in health 
is a kind of institutional se^dtsm wJiich reflects, not just 
the^ sexism which prevails in U.S. society at large, but 
.the internal imperatives of the U.S. medipal system. For 
those of you who are 'new to this country, let me say 
by way of background th^t medicine in this country is 
above all a priyate^ business. It is loosely regulated, 
sporadically subsidiz^ed or supplemented by govern- 
ment efforts, but by and large it is. left to if self like 
any other industry within capitalist economy. As a busi- 
ness, U.S. medicine has evolved, in the space of less 
than 70 years, from what we could call a "preindustrial" 
phase, characterized by the dominance of the physician 
as an individual entrepreneur, to what we could call 
an "industrialized" phase, characterized by a growing 
centralization of resources in major medical institutions 
and complexes of institutions.^^ T,,will argue that the 
subordination of women has been critical to the suc- 
cess of medicine, as a business venture, in each of 
these phases. 

Women and Health in the Pre-Industrial Stage of 
American Medicine 

Let us look first at the "pre-industrial" stage in 
North American medical history.*^ H^re the American 
story is very different from that which could be told of 
most of the European nations. The U.S. had a long 
history as a relatively underdeveloped colony: There 
were few university-trained people; and, until very late 
in the 19th century, nothing that could be called a 
medical profession. While most European countries 
had established, university-trained medical professions 
for centuries, the U.S. had only a large number com- 
peting "healers" representing various degrees of train- 
ing and diverse philosophies of healing. (Actually, 
until the early 20th century, medical science was not 
sufficiently developed that university training probably 
made any difference, any\yay.) 

The ancestors of today's North American medical 
professTofrWre^jMt"^!^^^ 

ing sects — a group distinguished by its commitment to 



a philosophy of healing called "allopathy'' and by its 

demographic composition, almost 100 percent white, 

male middle class to upper class. It is difficult from 

today's vantage point to appreciate the difficufees this 

group, the self-styled "regular" doctors, faced in the 

19th century: Not only ivas there severe competition 

from other varieties of healers, there was competition 

within Jtfie swolleh fhvks of the regulars themselves. As 

a result, the averajge "regular" practitioner enjoyed no 

greater income than .an ordinary mechanic of the 
Ume.i2 ^ . " ■ ^ 

Now I do ijqt want \o recount here the interesting 
story of how that beleaguered sect — the^Jitregular" 
.doctors .of the 19th ceatury — became the American 
medical profession} of the 20th century: How this 
group, in alliance with the corporate ruling class 
represented by the Carnegie and Rxickefeller founda- 
tions, .marfaged to gain a legal monopgly over the 
. practice of medicine and establislxr themselves as the 
most autonomous and highly paid; professional group 
. in the U.S.^^ But what I do want' to emphasize today 
is that a great deal, perhaps a majority, of the compe* » 
tition which had to be elimjnated was coming from - 
women: Women lay healers and midwives, women 
trained in competing medical sects (which> unlike the 
regulars, had always welcomed females), and, in- 
creasingly in the late 19th century, women seeking to 
enter the "regular" medical schools. The point is this: 
The struggle to establish the medical profession as an 
occupational monopoly and the struggle to oust womett 
from healing roles were, in this country, completely in- 
tertwined. Thus w» find in 19th century medicine a 
strain of sexism so virulent tha^ it continues to fascinate 
male as well as female histo"'rians,J^ and which has no 
parallel in other Western countries.^^ For one example, 
let me quote Dr. Alfred Stille on the subject of women 
in medicine in his presidential address to the American 
Medical Association in 1871: ^ 

Certain women seek to rival men in manly sports 
. . . and the strong-minded ape them in all tlungs, 
even in dress. In doing so, they may command a 
sort of admir^ion such as all monstrous produc- 
tions inspire, especially when they tend towards a 
higher type than their own.^" 

Of course women were not actually ousted from 
healing roles. At the same time that the emerging 
medical profession was erecting barriers to the en- 
trance of womdS, Blacks and working class people; 
and campaigning for the abolition of midwifery, d new 
health occupation was taking form — trained nursing. 
In the late 19th century doctors were increasingly 
being trained in hospitals. Hospitals needed to be kept 

' clean and orderly; patients needed to be cleaned and 
fed. Women, at first upper-class women who were out- 
raged by the filthy conditions in American hospitals, ^ 
stepped in to do the job, and stayed to train large 
numbers of less affluent women as permanent "nurses". 

^^n^ tte'dgTmg^liursnig^profes^^^ 

It was only allowed in on the sufferance of the doctors, 
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and then only at the price of almost slavish obedience.*^ 
Even, so the doctors felt threatened by their female ^. 
co-workers. The Journal of the American Medical' 
Association reported in 1901 that many doctors found 
the nurse . . often conceited and too unconscious of* 
the due . subordination she owes to the mWical profesr 
sion, of which she is a sort of useful parasite." ^® ^ 

The formation of the m^Jical and the nursing pro- 
fession wpre, in this country, complementary processes. 
Where^here had once been a single generalized ' 
"healer", who combined both nurturance ahd teqh-^ ' 
nique, there werernow two distinct occupations: one 
' concerned with "caring" and itiaintendfice functions, 
the other concerned with "curing" and technical func- 
tions; one female, the other male. This was a division 
of^abor with immediate economic ramilRcations: The 
♦ skills which the physicians appropriated for themselves , 
wSr^tho^e which involved the visible use of technology ^ 
and science (surgery,' the prescribing of medications, 
etc.) and which could thus be most profitably marketed^ 
as commodities. The residue of skills left to the nursing 
occupation wiere those with a very low market value, 
on a pat,, at the time/with the services of untrained • 
domestic servants.*^ Thus, in a society in i^ich health 
care was (and remains) a commodity; anc^vhere hu- 
man labor is also a commodity; the pille of which de- ^ 
tehnines the social "worth" of any individual, the 
medical division of labor automatically set .women in 
a situation of vastly inferior status. 

Socikl Forces in the Reprodaction of Sex 
Stratification _^ 

The basic pattern of sex stratification was eifetab- 
lished in this country by about the turn of the century, 
in what I have called the "pre-industrial" phases of: the 
medical system. Now I would like to take a quick look 
at some of the social forces which helped to reproduce 
this pattern until well into the middle of the 20th 
century. 

First, something which again is more or less peculiar 
to this country, the fact that throughout the 20th 
century organized medicine has consciously and effec- 
tively sought to limit entry to the medical profession, 
by controlling medical school entrance standards and 
by lobbying against Federal expenditures for medical 
education. This policy has affected not only women, 
but all potential aspirants to medical-careers, and has 
served, until quite recently, to limit medical education ^ 
to white malQ^.of upper middle-class family back- 
ground.^® ' ' ^ 

Second, and Jess peculiar to this Country, is the , 
persistent hegemdny of sexist ideology, i.e., the jdeology- 
that the social division of labor is determined by iiinate 
psychological differences between the sexes: Women 
are more motherly, therefore, they should take care of 
children andMkk people; women are good at repetitive 
work, therefSfeUiey should fill the least skilled as- 
sembly line jo^Myomen are indecisive and emoti onal, 
~ ^SuK^iidrBFpblitic^l 1^^^ 



Therefore, thej 
pilots or surgeons; and so on. We have all heard these 



things mtov times as we grew up;' our lives as women 
in this ai^Plbany coulftrtes have been shaped by this 
ideology. , : 

All this is familiar. The only thing I would like'^to 
add is that, in this country at least, the medical pro- 
fession itself has played a significant role in promoting 
and reinforcing sexist ideology. For example, we find 
in an 1 848. textbook pn obstetrics, "She [woman] has a 
head almost too small for intellect but jugjrbig enough 
for love." 21 For example, in 1877, Dn E(^ard Qarke 
•of Harvard Medical College published an influential 
book in which he proved conclusively that;higher edu- 
cation would cause women's uteruses to atrophy.^^ 
Then, moving ahead to the present, we find in a 1971 
textbook on gynecology and obstetrics, the following 
statement: ''The traits that compose the core of the 
female personality are feminine^arcissisin, masochism, 
ahd-passiyity." 2' . 

Or theii there was the time, only tour years ago, 
when Dr. Edgar Bermaii, a former surgeon and advisor 
to Senator Hubert Humphrey, declared to the press 
that women ^re i||^t for positions of responsibility be- 
cause^^Ofeirmonthly "raging hormonal imbalances''.^* 
Just two brief 'comments op this kind of medical 
sexism. First, note the unabashedly self-serving charac- 
ter of all of these pronouncements. What these doctors 
are saying, each in his own \way, boils down to one 
thing: Women cannot be doctors. Once again, the ^ 
ancient fear of female competition: The other thing to 
note, is, that while each of *these commeilts might have 
hpkn made by the average man on the street (correct- 
ing for the medical jargon, of course), they .were not. 
They were made by physicians, who are presumably 
men of science. In the mouth of*a physician, bigotry, 
superstition and prejudice are all transformed into 
"scientific fact-'. Thus the physicians have been in the 
enviable position of being able to publicly "prove" 
that their dominance in the health workforce is only 
^aturar.2» - 

A final factor I wguld like to mention in the repro- 
duction of the turh-of-the-century sexual division of 
labor in health is the failure of our Government to 
socialize significant parts of women's domestic work — 
particurarly child raising. Throughout the 20th century 
the U.S. Govemnaent has viewed day-care as an 
emergency measuil, as in wartime, or as a service 
needed only by "problem" families — never as a service 
which should be guaranteed to all parents who might 
wish to take advantage of it.2« Here agaiq,'l should 
mention the role medicine itself has played in making 
day-care seem unnecessary ^and even pemicious,^^ al- 
though there is no evidence that children raised in high- 
quality day-care centers are in any way "damaged" or 
"deprived".^® At any rate, in the absence of adequati^ 
daycare services, women are typically drawn away 
from jobs requiring lengthy or intensive training, and 
drawn toward the kind of low-paying, often low-skill 
jobs which allow for a marginal or episodic relationship 
^(Fthe^wo^rkforee^2»--^Perhapsth 
c^e of those women who must support their families. 
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with or without dayifare, but who, like all other 
women, are treated as "marginal" employees. This is 
the caie for- so many women health worker^, particu- 
larly in theiMower echelon^pbs.) y ^; 

yt^omen in the ""Indust^al" Stage of tj» S. Medicine 

So far I have descffl^d the origins of women's sub- 
ordinate status in the 'Vc^'^^^strial" phase of medi- 
cine, arid sketched some*>5t the factors which helped 
to p^gfpetuate that, subordinate status in the 20th 
century. Now let uS turn tp the contemporary situation, 
which I.h^e termed the "iijdji^tnalize'd" phase of 
medicine in this country. /The 'industrialization" of 
medicine began in the 193t)' s a#d accelerated rapidly 
after World War II. It is a transformation whiclflias 
been characterized by: (1) The growing institutionali- 
zation of the health care delivery system, with hospitals 
'and clinics replacing the solo practitioner's oflSce as 
major centers gHiealth care resources; (2) A trend to- 
ward the centralization of power over local institutions 
in the hands of a small number of major 'medical 
centers. . 

Thus the health industry has been, in a sense, catch- 
ing up with the pther sectors of U.S. industry: Health < 
care is no longer a "cottage industry" dominated by 
individual practitioners.- The important unit of the 
delivery system, the major medical center with its 
network of affiliated facilities, has come more and more 
to resemble a typical capitalist business enterprise: 
Though it is usually a legally "nonprofit" enterprise, it 
doesvseek to generate a financial surplus which can 
then be invested in further institutional expansion or 
in extremely high payments to its top functionaries, the 
administrators and fully-trained physicians.^*^ , 

In a way, I have exaggerated the extent of "industri- 
alization" of medicine in this country. Most Americans 
still depend, for their primary care, on individual prac- 
titioners,, and the American. Medical Association, the 
voice of the individual practitioners, is still one of the 
most powerful forces in U.S. health policymaking. But 
for the purpose of analyzing the situation of women 
workers in health, I have by no means overstated the 
case. Nurses were hastily drawn into institutional em- 
ployment during the Depression, when the market for 
home nursing dried up. TVday, three-quarters of the 
natifm's active nurses are employees of hospitals.^^ Even 
female physicians are more likely than their male 
counterparts to work in hospital or groups settings, in 
part due to the difficulties women often enco^ter in 
setting up their own private practices.^^ For so ma^y 
of the female job categories— the aides, kitchen work- 
ers, specialized therapists and technicians, etc.^there 
has^never been a choice: These jobs exist only in the 
hospital setting. 

So in order to understand the subordinate position of 
women in health today we must look, for a few minjitcs, 
at the organization and nature of hospipi work. Today, 
in the 'industrial" phase of* medicine, many fc^atures 
of^he organization t)f hospital work are analogous 



to what one would expect to find in any sector of 
modem industry: 

First, there is an elaborate division of labor. For 
example, om New^ork hospital lists 42 pay cate- 
gories of ser^ce and maintenance workers, 35 types 
of clerical woric^, and 38 types of technical and 
professional personnel. And many of these are still 
further subdivided into narrow subspecialties.^^ Con- 
trast .this to the situajion at the turn of the century^ 
when only three categories of workers could be found 
gH hospitals — physicians, trained nurses, and untrained 
housekeeping aides. What has happened in health is 
much the same thing that has happened in other indus- 
tries in the past 50 to 70 years: A progressive replace- 

_ ment of. the more costly labor of a multi-functional, 
employee by the less costly labor o^ a less-skilled 
employee. For example, many of the'o^ginal functions 
of the professional nurse have now jbeen dispersed 
among a host of more poorly paid eriiployees: Ward 
clerks, practical nurses, diet aides, operating room 
technicians, nurses aides and orderlies, etc.^^ Similarly, 
many formerly physicians' functions have been spun 

, off tcLcheaper labor: x-ray technicians, clinical labora- 
tory technicians, inhalation therapists. 

* We should note right away that there has been a 
definite sexual asymmetry to theorocess by which labor 
has ' been subdivided in!.#h0fSf)lilal work. Professional 
nursing, stripped of many of its original functions, has 
been left in an ambiguous atid uncomfortable position 
— threatened from below^ by the functionally over- 
lapping but cheaper practical nurses, but barred from 
moving "up" without drastic redefinition of nursing 
education. For physicians, however, the situation has. 
been totally different. Physicians have spun off frag- 
ments of technology as these become routinized (e.g., 
taking X-rays), but they have also appropriated for 
'themselves each new high-technology function as it has 
come along (e.g., cardiac catheterization). Nor have- 
the physicians ever relinquished certain functions 
which, however -routine, have symbolic weight in the 
eyes of the publi^— for example, surgery of all kinds, 
ilommunication of medical information to patients. 

s Finally, observe that as cheap labor replaces more 
costly labor in the health industry, that cheap labor is 
likely to be female,' for the simple reason that female 
labor is universally cheaper than male labor in U.S. 
industry.^** 

A second feature of hospital work which finds its 
parallel in all other industries is the concentration of 
planning and intellectual^ork in a group which repre- 
sents a decreasing proportion of the total workforce. In 
1900, for example, physicians alone accounted for 52 
. percent of the health workforce; in 1970 physicians 
and administrators together comprised only ^ 12 per- 
cent of the total.^® Yet there has been no dispersion of ^ 
their power to the growing army of lower-level workers. 
Physicians and administrators (with variable amounts 
of input from trustees) make decisions abolit overall 
institutional priorities, about the deployment of reve- 
nues and capital, about the types of care which will 



'be offered. The phy^ciiBUi himself has, as he has spun 
Qff functions, come more and more to play the role of 
an executive or manager: His "orders" (for injections, 
medications, lab tests, etc.) determine the work of 
. scores of pUier workers who-^re not expected to grasp 
the intellectual rationale for the tasks • they are asked 
to perform, but only to perform them reliably and 
repetitively. 

These two. features of modem: hospital work— the 

minute division of labor and the concentration of the 
intellectual control of the work in a diminishing pro- 
portion of the workforce — are almost universal features 
of work processes, at least in countries which have, 
followed Western patterns of industrialization. As 
Harry Braverman has demonstrated in his seminal 
study of labor in U.S. society, neither of these features - 
of the work process is a "hatural" or automatic result 
of advanced technology. Rather, they are the result of 
the conscious efforts of management to gain control 
over the work, process, given, the ^ fundamental class 
antagonism between workers and; employers in capitalist 
society.^^ In many industries this "rationalization" of 
the work process has gone much farther— to the point 
where the labor of the individual workers is reduced 
to a single repeated motion or set of motions, and all 
intellectual control of the work process is vested in a 
tiny elite of en^neers and managers. In fact, by com- 
parison to other industries, the work process in health 
is far from complete: It has been impossible to fully 
concentrate control of the work process in the hospital's 
''executives" (physicians and administrators^ • And, I 
will argue, it is for this reason that the subordination 
of women in the hospital workforce — as women — per- 
sists and flourishes in the modem health workplace. - 
^ Let me give just a few reasons why the "ratioiializa- 
Wtion" of the work process in health is necessarily 
incomplete, at least in those areas directly involved 
with patient care.^® First, there is the fact that the work 
is inherently unpredictable: Patients*' do not always" 
have coronaries, or babies, on time or in the presence 
of the appropriate category of health worker. Thi§ 
means that whatever division of labor exists on paper 
in the personnel manager's office is always vulnerable 
to the exigenbies of the acfual Work:" Pra'cticartiurses 
veiy often ^ end up doing what registered nurses do; 
registered nUrses very often end up performing tasks 
legally reserved for physicians, and so on. Second, th^ 
nature of the "material" (human beings) means that 
lengthy prior study is never a guarantee of on-the-job 
^omniscience: The physician may know all about the 
ionic composition of the patient's blood, but the aide — 
who does the actual bedside care in most hospitals — 
may possess equally vital information about whether 
tjie patient has eaten that day, ®r has become depressed, 
etc. All knowledggirelevant to the work process cannot 
be. concentrated W any one functionary, unless that 
functionary is willing to do almosjt all of the work. 
Finally, hospital workers are in general highly moti- 
vated and committed to their work — at least compared 
to workers in the -many U.S. industries which make 



useless or destructive products. Most patient care work- 
ers have their own understandings of what good patient 
care is, and many will try to achieve their staiidards 
even at the risk of being diiscipliried for 'Hnsutiordina-'. 
tion". - , 1 

So health work can never be -fully "rationalized* 
along the lines developed Jn other industries. So long 
as the "material" is human bein^and not, say, auto- 
mobile frames moving along on alconyeypr be] t, U „ 

be impossible to reduce the work to assembly line pro- 
cedures and it will belmpossible to fully separate man- 
ual from intellectual effort. What this means is that in 
the health industry there is a real prpblenfi of the 
legitimization of authority: There are workers who I 
feel that they know more, care more, and actually make 
a greater contribution to the work than do the mana- 
gerial level workers— doctors and administrators. There 11 
is the nurse who told me, "You could imagine a hos- 
pital with no doctors. Everjrthing would be done just 
the same. But try to imagine a hospital with no nurses. • - 
*It would be chaos. The patients would all ||^of 
neglect." There is the nurse's aide who said thaPthc 
administrators of her hospital ". . . Say they want pa- 
tidfct care but they don't make it possible". Or, to iQok 
at it from» the other side of the fence, there is the 
physician in a Philadelphia hospital who was so out- / 
raged by a nurse's suggestion .that he reduce a pre- 
scribed dosage of medication that he had her suspended 
for insubordination— although he had already admitted 
that the dose she recommended was correct! Now 
that is what I call a crisis in the legitimization of 
authority! And recall that it is ultimately not only 
interpersonal authority which is at stake, but th^ 
power to allocate 'moifey, to determine institutional 
priorities, arid to dictate the conditions of work. 

And with this we return to the situation of womeii in 
the health workforce / today, for I contend that the 
"solution" to this proqlem of authority has lain in the 
sex — and race— stratifioatibn of the health workforce. 
Sex and race stratification make tfie authority structure 
seem "natural"— even though it is not justified by the 
nature of the work and ma^jf,ln fact, often be counter- 
productive to good patient care. When a doctor speaks 
to a - female^ underlings (xmd- most underlings are fe- 
male), ^e is not simply one highly trained fuijctibnary 
speaking to another, less highly trained co-worker — he 
is A rnan speaking to a -woman. His authority, then, 
doesT not need legitimization through superior knowl- 
edge, experience, or commitment to service on his 
part — it is built into th^elationsHip. The relationship 
betweefi physicians and Jbrses is particularly highly 
"sexualized", perhaps because the tensions are par- 
tjculariy high in this case: Student nurses are still ad- 
vised to use their ''feminine wiles^ to get their way with 
doctors; direct suggesticfiis are considered outjpf orr 
der.**® Buf sex and race stratification plays a legitimize 
ing role throughout the occupational spectrum, as 
sociologist Carol firown writes; .' 

Much of the "natural** behaviors between occupations 
turn out to be based on the sex of the incumbent rather 
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Hiaa the status of 'the occapatkm. Male doetotm db DOt 
treat male subordinates the same w&y they treat female 
sabordlnates . . . Studied of female ^^ors^sbow. that they 
often tiy to identify with their 4>ccupatioiidl authority and 
are perceived as 'arrogant' in trying to get the saine assist- 
ance from nurses and other women subordinate that the 
men get automatically . .. . Similar problems^^se with a 
woman chief technician running a^partly male department, 
or a black therapist with white therapy aides^'^Male order- 
lies often resent orders given by *female nurses. The be- 
havior patterns seen in hospitals between , women and 

men of different occupations are very Axich sex-status_ 

patterns, jn^ as thcmtcipcrsbiiifl^^r^^ 

and whites of different occupations are n^cial relations.^^ 

, To summarize, I have tried to account for the sub- 
ordination of women in the U.S. health industry by 
looking for its origins in the "pre-industriar phase of 
medicine, then at some^'of the social factors whicb 
helped to peipctiiate the brigiM^ 
labor and power, and finally, ^y looking at the stabiliz- 
ing role 'of sex straidficatiph in the contemporary, 
"industrialized"" healfli industry. A philosophical ob- 
servation may be in'^'order here: From a distance, the 
ancient' theme of npfkljd^premacy and female subordi- 
nation) which niifs^ through almost all human cultures 
in one form or f^other, seems to.be as unremarkable 
and removed fridm history as the actual physical differ- 
ences between:4he sexes. But as we look closer, as I 
have tried to.l^o.in the oartifculai' case of health, we find 
that male sup^rematy i^ot just part of the monotorious 
biological (background against which human history is 
enacted-r-it takes different forms and ^ays different 
roles in d[ifferent historical circumstances. In the 19th 
century, -the ideology of male supremacy served as an 
important Weapon in the male "regular" physicians* 
struggle aminst competing kinds of h^ers. Today the 
situation w entirely different: The physicians and ad- 
ministrators, who are essentially co-managers -ctf the 
health workplace,' are sitting atop an ever broader and 
higher pyramid of so^alled ancillary personnel, who 
are almost'entirely female. In this situation, the ancibnt 
theme of male supremacy serves a new purpose: It 
helps to buttress the pyramid and make it seem as if 
this were the only "natural" way to organize health 
work. 

But things are Already chan^ng so fast that I hesi- 
tate to put anything in the' p^^^ 
to pressure from the Women's Liberation Movement, 
medical schools have^en admitting more and more 
women in the last few years. And, in part because of 
the rising feminist consciousness in this country, women 
health workers have b^en showing more and more 
militance around their own needs and around patient 
care issues. Nurses as well as other health workers 
are showing an increasing readiness to organize them- 
selves as workers and, when necessary, to strike or 
take other job actions to win their demands.*^ With 
growing^iumbers of women in medicine and with pt)w- 
ing militaiice among all wpmen sin health, sex differ- 
ences will cease to be the automatic rationale for occu- 
pational stratification, and sex deference will;>cease to 
be a palliative for class antagonism. i'-". 

In fact, we may be entering a stage where women 



health workers find that the* greatest barrior to\change 
iflk'lllbt so much sexism as it is the hierarchibal divisions 
among women workers themselves. The principle which 
has led to these divisions — that of replacing costly labor 
with cheap labor — automatically engenders deep re- 
sentments and anxieties. It can lead to a sterile pro- 
fessionalism which uses the . banner of 'feminism" to 
advance the status of a particular occupational group, 
„ with little o r no rega rd fo r sister workers MrtTother 
job categories. But, I tIui*,^M herO^ 
optimistic, that there is agro^iingf cdnsciousAes ol^As 
danger among wortfen inrhealtfi today: A realization 
that it is not only the dis^blition of women wit 
the hierarchy which must be changed, but the bierarct 
itself. A tealization that it is not only the role of woirfe 
in the division of Jabor which is wrong^ut the divisionj^ 
of labor itself. * \ 

I think that that is enough on the status of womai 
in health in the U.S. We have a great deal to learn 
from our international guests, both those of us .who 
are^ positions of power within this country and 
those of us who are working for change from below. 
We have a great deal to learn from the industrialized 
nations whose governments, unlike our own, have taken 
responsibility for health care planning, financing and 
organization. We have a great deal to learn from those 
developing countries which have had to abandon the 
typical Western patterns of organization of health 
work, because they found those patterns inconsistent 
with the optifnal delivery of health care to large num- 
bers of people. I should end by telling you that there 
is one question that will be on the minds of many of 
us, as North American women, as we listen and leam 
from representatives of other nations, other cultures, 
other political and economic systems. And that ques- 
tion is: Can we hope to make the changes we would 
liker to make in the health sector without n|Mting much " 
more profound changes in our society? Can we hope 
for a health care, system that is both egalitarian and . 
effective within the context of a social system which is 
based on class, race and sex inequalities? And if not, 
if more broad and revolutionary changes are required, 
then we must ask ourselves— where do we start? 
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* ' i • ■ ■ 

May I bepn by saying how grateful I am to be in- 
' vited to participate itt this international s^efninar. It is 
nearly a quarter of ^ century since my professional 
interests as a' social scientist first brought me mto In- 
vestigations of problems m^the health field. Since then 
' I have had the good fortune to meet many women and 
meii who Ifaye played a significant part in the planning, 
administration, mbnitoring and delivering of health 
scridces in their own countries. These interchanges have 
performed two main functions as f£^r as lani concerned. 
They have prpvided me with informatii3n about what 
has been happening in the health services of other 
countries which I can use to cdmpare and contrast 
with the experiences of my own country; and they 
have enriched my personal life with firm friendships. I 
see this seniinar as yet another occasion, and an im- 
portant one at that, where i have much to gain in 
knowledge, in insights and in friendships: 

Barbara Bhrenreich has provided an analysis of the 
factors whid]i have affected the part which women are 
now playing in the health services of. North America. 
My remit is to consider how far the picture she has 
painted is replicated elsewhere in the world, andj to 
the extent that it differs, why this might be so. 

I can only , tackle this formidable task at a rather 
general level. During the rest of the seminar we" will 
become more specific and focussed. But before I begin 
f need to put up two general propositions for your 

'^ibpsiaeiit^^ ' " ^ 

■ . . . " ^\ 

The first is that we are dealing today with values, that 
is, with the promotion of policies which many may see 
as clashing with their accepted systems of values. We 
- are not dealing with absolutes, with over-riding im- 
peratives, but with differing perceptions of the rights 
and wrongs of promoting certain kinds of activities 
' and relationships and ridding ourselves oiF others. 

The second. proposition is that values do not emerge 
from some superhuman force but are held and pro- 
moted by individuals and groups. We have a duty to * 
reveal, not conceal the values which underlie our own 
advocacy, as well as the values which sustain the 
policies and practices of others of which we do not 
approve and seek id change. In other words, we should 
not be caught pretending that no costs — econon^c, so- 




^ cial and psychic — will be incurred as a result of change. 
Some people, at least in the short run, will lose out 
and perceive change we consider desirable as loss. For 
example, for many women who have accepted and 
adjusted to the role hitherto assigned them and who 
. find comfort and security in a segregated sex role, it 
will be disquieting to find that they can no longer 
rely on the unqualified social approval of their peers 
and those who through the mass media help to shape 
public opinion. They deserve* empathy from the in- 
novators who, as instigators of social change, acquire 
the obligation to try to mitigate the distress of those 
who are the passive victims of historical changaf* not 
the arch villains of reaction. ^ ^ 

Now let me return to the sflbstanuve issues raised 
by Barbara Ehrenreich. Basic^|yjJ[/believe that her 
general analysis is right and that the recent experience 
of technolo^cally advanced industrialised countries, at 
least in the capitalist sector, parallels to a considerablt 
extent that of the United States. Elsewhere, in both 
the socialist countries of Eastern Europe and the de- 
veloping countries cff other continents, there ai^ also 
similarities with the North American situation; bOt of 
course there are also certain differences related to such 
factors as the stage at which a country had access to 
high technology, to whether or not it is o^rganised on 
socialist principles, to the extent of the control exer- 
cised over its economics by the erstwhile colonising 

- nations and to the. fact that ^ at least .one...of^ these . 
countries is. providing a role model for the develop- 
ment of health services in non-aligned countries in 
Africa, Asiai South and Central America which differs 
from that offered by the countries of North America 
and Western Europe. I do not feel able to comment, 
except in passing, on developments in these latter 
countries, so I will consider primarily the use q| wclmen 
as a )iuman health service resource in Western Europe. 

It is clear, for a start, that if we take the full range 
of activities which relate directly or indirectly to the 
maintenance of physical and'mental health, to the pre- 
vention of disease and premature death, to the cure 
of illness and the rehabilitation of^the disabled as well 
as to* the care of the sick, infirm and dying, women 
almost everywhere perform all but tiny porwbn of 
them. 
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i We need to remember, too, that those who perform 
most of this Work 'ire still not paid for doing it. It is 
done by women in their roles of wif^ mottter, grand- 
mother and daughter. It is true that Sere has been a 
growth in the size and complexity of the labour force 
^working in formal organisations concerned with health 
.l«,which I propose to examine in a moment— but that 
growth has only partially been to substitute for the 

care^ delivered withia _the_iramework_ of -Itoe^ 

network. The formally organised health services have 
supplemented rather than replaced services delivered 
by women to their kinsfolk. Indeed, because the im- 
fOnt of highly technicalised medical services has been 
. to permit the survival of those who in previous times 
would not have, outlived a passive cerebro-vascular 
. insultt a cardiac infarc^n or self-inflicted or accidentd 
injury, or a ipajor viral infection, it could be argued 
that, on balance, ^there has been an increase riather 
than a decrease in the services which kinsfolk are ex- 
pected to render without direct economic remunera- 
tion, howeyer 'much they may get in the way of psychic 
rewards. ^ 

This point is worth emphasising, because it serves to 
unc^erline some of the taken-for-granted assumptions 
upon which our social life is based. One of these is that 
only^activities for which a paymeiU is made are "work". 
I hav^often felt ashamed when, in reply to my ques- 
tion, a woman met at a party or in a plane will sa^ 
apologetically, "Oh, I don't work. Tm only a house- 
wife", in a totally uncalled-for tone of self-depreciation. 
I remember one such apologetic woman who had had 
considerabft difficulty in finding someone to replace 
her for three or four hours once a fortnight in her 
day-in-night-in task of caring for her highly disturbed, 
mentally retarded nine-year-old^on, and another Sixty-^ 
year-old single woman who had given up a fascinating 
job in her mid-fifties to look aft^ her eighty year old 
parents, one crippled with arthritis and the other senile 
and incontinent. Incidentally, the latter woman in doing 
so had forfeited her own pension rights. Nor would 
she have in her own old age the possibility of an 
offspring undertaking such a service for her. 

The question of how work is rewarded is indeed 

usually accrued^ the family unit and was often made 
up of bartered goods as well as cash. Even in the 
towns, Jnuch productive enterprise took place in the 
home./woiTien in ? most peasaupt societies had no 
propefcy, thby were themselves, m a sense, the property 
of theft Others or, after marriage, of their husbands. 
Their ipntribution to the productive enterprise was 
only acknowledged in terms of a share of the goods 
produced or purchased which they could consume-^ 
food, clothing, shelter, and ornament. 

As manufacturing left the home for the factory in 
the industrial revolution of the late 18th and 19th 
centuries, the new industrialists we^e eager to eAiploy 
womeii and children because, socialised into submis- 
sion to adult men, they were more readily exploitable. 
Ironically, the campaigns which took place in the mid- 



die of the 19th century to exclude wopien from tifip ; 
labour market were often /conducted by the inoft;;; 
prosperous mill, factory, and mine owners, who stood: 
to gain if their smaller, less profitable^ competitors / 
were driven out of businesi by their inability to pay 
the rates pBid to adult meA by the larwr employers. ; 
Not unnaturally they weije also suppOTted by men 
seeking to restrict the suriply of cheap labour com-- - 
peting for tfieir^ jobs. It_PPld unions and 

prosperous industrialists, ds well as lattdownirfg statcsK^ 
men to represent the Factory Acts as humanitarian 
legislation aimed to cease the double^ploitation of 
women— in and outside the home; Ifid, pvpn the 
double exploitation, it would be wrong to prweiit| 
their gradual exclus%^ from many manufacturing ^ 
trades as entirely a cynical way, covered by libcrd • ' 
rhetoric, of subjugating women to men by rcstrictogH 
their ri^ts to enter the world of work and particularly : 
the skilled trades. ; 

It was not only in manufacturing that the new modes ;< 
of capitalist enterprise dflthe 19tn centory in Western;- 
Europe and America created a great demand for 
labour/The growth of the new capitalist class and a 
bureaucratic class to* administer the large industrial 
enterprises, as well as tiie growing volume of business 
conducted by the State at national and local levels 1^ : 
to the growth of service activities, particularly at the 
domestic level. Here, there was no campaign to restrict 
tiie employment of women and prls, although the 
convention developed throughout EuropCi at a tunc 
when differential migration of the sexes tp the New 
Worid and differential mortality rates were creating a 
surplus of adult women, that a woman would retire on 
marriage from paid work outside ber domestic hearth, 
and only re-enter it if forced to do so by penury in 
widowhood. 

By the end of tiie 19tii century in Europe tiie need 
for women of middle and upper class, as well as of 
working class background to find their own means of 
support through remunerated work was increasing, 
particulariy in Britaip. A substantial proportion of adult 
women could not expect to fulfill the societal norm 
for women of marriage and support from a husband 
in return for the performance of the tasks of sexual 
lccessibiri^\:*cKiia' f&ffnr ^^ff/ablxiestit- management- 
It is in this context that the entry of women in 
large numbers to the growing health sector institutiwte 
must be seen. One of the consequences of Florence^ 
Nightingale's activities — not entirely unpremeditated— 
was to piake nursing a respectable occupation into 
which the growing number of middle-class parents 
would not fear to send their daughters. If the latter 
were not successful in the marriage stakes, at least 
they would have the security of a career in a sheltered 
environment. * , > 

It was in this context, too, that women began tp, 
beat at the closed doors of the educational ins^^":^ 
tions responsible for training the medical professioA^ 
Throughout Europe the Universities; still nominally 
Christian foundations if receiving increasing secular 
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1; (profane) support from the State, and the bastions of 

v niale privilege; were gaining a monopoly in respect of 

^ ^ the training- of physicians. The more informal systems 

y!^x>t training doctors by apprenticeship attachments to 
. apothecaries, although dying out, had . also become 
largely exclusive to males; and women, with the de- 

• ~ velc^ment of te(^hnological instrumentation and anaes- 
thesia, were also being ousted from the supervision if 

—notirom- the-care of their-fellow women ia child birth. 
As we all know, it took the persistent efforts of a very 
few braye women in both Europe and N(^th America to 

; break down the barriers; 'and courage certainly was 
required to face the often obscene insults flung at 
them by the backwoodsmen who opposed their admis- 
sion to higher education in general and medical train- 

— ing and practice in particular* . - 

These patterns of occupational selection laid down 
firmly in the 19th century throughout Europe have 
been extraordinarily persistent ever since. 'Matrimony 
and motherhood are still perceived as the ideal ^career' 
for women preceded by work for a few years in an 
. occupation which is oriented to providing personal 
services (like nursing, or servicing business executives) 
or to socialising children (like nursery^^nding or 
school teaching). Since marriage and child rearing are 
perceived as women's primary function, any other 
aspiration must not be fulfilled at its expense, and 
women who seek to fulfill other ambitions must do so 
on terms laid down by the employing organisations for 
the convenience of men who, if they have offspring, 
have domestic support for them. 

It is necessary to emphasise the continuity of societal 
expectations because, of course, there have in practice 
been some modifications in the sex composition of 
health occupations during the last one hundred years. 
Most of these changes have come about not primarily 

^as a ; result of successful campaigns by women for 
greater occupational choice or for the ending of re- 
strictive^ stereotyping— although these campaigns have, 
' of course, played a part in altering the climate of 
public opinion about the legitimacy of women's educa- 
tional and occupational aspirations. They resulted from 
the needs of the economy for additional labour, par- 

.^^tioularly^during jhe yatbdrajv^l-Qf men. from. .Qi 
work to the armed forces in the two major wars of 
this century, and, in more recent ypars, for reasons 
which I, propose to analyse in a minute. 

To take the effect of wars first. In Britain before 
World War I, there were fewer than 500 women 
physicians among 'the 25,000 registered medical prac- 
titioners. In 192U three years after the war, 10 percent 
of all those in training were women; but this percentage 
did not riseAtppreciably during the inter-war years. At 
the outbreak of World War II in Europe it was esti- 
mated that Ipnly 13 percent of all m&dical students and 

' perhaps loV^rcent of all practitlgpersfwere women.. 
During the. Second jyorld War, however, the' prppor- 
.tion rose steeply to rather more than a quarter in 
training and a fi^th in j^xactice. Since then these propor- 
tions have been consolidated, and not increased until 



very redbptly.v In other Euro{>ean cquntries there were 
comparable treilds, althougli , the percentages mig^t 
^differ. In' most of Western j^urope and Scandinavia the 
percentage of women was and is lower but is rising 
rather miire, rapidly than that Great Britain, while 
ijt the Sjj)viet-Union and Eastern^ Europe it was and is, 
much iligher, but is falling ratfier.tljan rising. 
The mechanisms by which only a restricted num- 

ber-of_women-are-a(lmittcd_to-&[ 

from country to country; for dx^ple, in Britain, 
where ^e medical faculties thems^yij^ select students, 
an informal quota system has been common device 
and one which has not appeared tbo crudely discrimi- 
nating in practice because the schools can show that 
women who are courageous enough to apply are no 

more, likely ta_be rejected than are mo(i» . since, t^^ 

demand for admission is so high amoif^ the latter. 
(While no less numerous, the women rejected are better 
qualified than the men in terms of educational quali- 
fications). In Scandinavian countries and the Nether- 
lands, on the other hand, where the medical faculties 
per se are -not entitied to select, it is the Secondary 
School attainment qualifications in science required 
which suppress succes^lly the number of women 
entering the profession. 

The mechanisms by which women who do become 
physicfans do not fill the most rewltrdiqg posts in the 
professidn in proportion to their numbers — and this 
seems to be a feature of all European countries — is 
also a subtle one. Briefly, despite their persistence 
through the long training period women physicians are 
not impervious to the social influence of the media 
and their own reference groups which still persuade 
them tiiat matrimony and maternity are desirable states 
and mBt fulfillment of role obligations in these fields 
must take precedence over those of the^^^professional • 
field. Hence, at a vital time from the standpoint of 
post-qualification specialised training, the woman physi- 
cian who marries and has children is apt to lose out 
coi^ipared with her male colleague. Moreover, despite 
ofiicial rhetoric, little is done to compensate for her 
disadvantages-. Arrangements have been made now 
in some Eiuropean countries to enable her to prolong 

her residency^^^ tirne Jbasisj but few 

hospitals make pro\dsion for ci^ 
of helping mothers, and still fewer try to reduce the 
workloads of male staff in order, to enceursM^ them 
to share domestic and child-minding taskis with their 
wives. . • ' 

* Another effect of the two Wars was to suspend the 
basic norm or presumption that women should not 
combine marriage with employment. Married women 
were encouraged to .return to employment, and nurser- 
ies and creches were established to provide collective 
care. for their pre-school children. These arrangements* 
were phased out after the wars and an attempt made 
to reimpose the pre-war prohibitions in the public 
se(?tor on the employmepttof married women— ^ at- 
tempt which was not as successful after the Second 
^ World War as it was after the First. 



Incidentally, the. ban on married women^ ii^ local 
and national government employment in inttf^-^yaI! 
Britain^was suppiS^ed by single women who saw tHeir 
married sisters as a, potential threat to their own salary 
levels and promotion prospects. After the Second World 
War the number single women and the proportion 
they forijied of ^ILwomen declined and the ratio of 
adult males t^ ferriales began to approach parity. The 
changes in societal^attitudes to the appropriate roles 
and relationships of the sexes, and in particular 
vyomen's increasing ^villingness to assert their rights 
to equality in marri^ige and employment,' which have 
been a feature of the last two decadesj can perhaps 
be best related to such objective facts as the more 
even sex ratio in young adults, the increasing popu- 
larity .of jnarhage a^Ifl the younger age at which it. 
occurs in both sexes,; reducing substantially the num- 
ber of single women available for employment. 

You will see that the gist of my analysis is that the 
increase in the employment .of .women which is every- 
where apparent hi Europe since the end of World 
War 11 is largely due to the substantial shi/t in the 
employment polity relating to married women and 
that, while it has been welcomed by them, it was due 
so much to their pressure on employers in demanding 
access to work, -as to the difficulty met by employers in 
expanding their labour force in any other way. It is 
for this reason that women have to Ye-enter the labour 
market on terms favourable to men and not to women 
who retain undiminished their domestic tasks. 

One of the fastest growing employment fields in . 
Europe as in the U.S.A. has been the health sector 
of the economy. Since the Second Worid War it has 
been politically expedient for all governments to ar- 
range for easier access l!o health services, irrespective 
of an individual's capacity to pay. Britain has financed 
this access prettjj^'well entirely through central govem- 
nient funds raised by general^ taxation; other European 
countries have used various forms of compulsory in- 
surance to which govemmenjts and employers as well 
as individuals contribute. The: resulting expansion has 
illmost everywhere taken pla(^ maihly in the hospital 
^sector of the health services. Units have becortiel^ry- 
- whexe. PlojTiB, gompJex...Nq^t.onJy d^ hospital 
require increasing specialisation of doctors to(jit' an in- 
creasing number of specialised occupations ti^carry out 
the technical side of ihedicat'diagnosis and:»t2:eatment, 
to maintain the equipment ^nd plant, and tc^iprovide 
nursing care and hotel-type^ services. 

In the full eniployment which has characterised 
Europe since World War II, it was difficult for health 
service units to find sufficient labour to keep pace with 
the expanding dfemand. Great publicity lias been given 
to the shortage of doctors, particularly^;^jn thte remote 
nlral areas or the least salubridus ^rrdu^triap regions; 
but the shortagesu^f nurses and dc^mestffi staff have 
been often .even mbr€^cute, resulting^jn the closure 
of wards or the, early di^feljarge of patients. They have 
also resulted in the grudging Avillingness of European 
countries to provide employment for temporary or 



permanent immigrants from Third Worid countries. 

One reason for the shortages has been that health 
services have been reluctant or unable to pay their 
employees the salaries which' could be obtained in 
other employment Employers have traded on the as- 
sumption that those who work with the sick would not 
take militant industrial action and would indeed regard 
that work as a vocation where -the-Jatisfaction of help- 
ing those in pain would substitut^or the crass satis- - 
faction of. filthy lucre. Immigrant workers, unable to 
secure employment or training in their own countries, 
have be^n ready to step into^the breach. It? is they who, 
in countries like Great Britau^West Germany, France 
and Switzeriand, can constitute as much as ,a half of 
all the junior hospital doctor force, and often more 
tha^i a half of the nurses and domestic staff employed 
in the hospitals. Not unnaturally, as guests and non- 
nationals, these folk have been less willing than native 
bom- citizens either to organise themselves collectively 
to bring pressure to bear upon the authorities ^o im--. 
lik'ove their, salaries and working conditions, or to insist 
upon a larger share in determining what work they 
do and* how it should be done. 

These factors, as well as the traditional view of 
women — shared unfortunately by many women — as 
constitutionally less militant and more compliant, have 
helped to sustaiti the traditional relationships,between 
the medical profession and the other occupational 
groups; in the health services. Nurses, on the whole, 
for-example, have not challenged seriously the 'division 
of clinical Work between themselves and doctors and 
have even bolen reructant — perhaps ambivalent would 
be a better word — to move away from "the doctor^s 
helpmeet" image in order to accept the government 
proposals that they play a much more important part 
in the management of health se^ices in .and outside 
the hospital at district level. It is perhaps sigpificant, 
if somewhat depressing, to find that the nurses and 
laboratory technicians and oher hospital employees, 
who have been behind the increasing militancy of the 
past few years , in Britain, are mainly men who are 
represented on the committSfes of the Trade Unions 
out of all proportion to th^ir numbers in the health 
service. 

As you cari^see,'tKe""p7clureTTiav^^^ the 
hospital sector in Europe is not a particularly en- 
couraging one from the standpoint of either increasing 
opportunities for women or of a more rational distri- 
bution of work designed to benefit patients anH those 
who contribute indirectly to the cost of the health serv- 
ices in their role of taxpayer or insurance contributor. 

The picture, however, is a little brighter outside the 
hospital. In Britain andLthe-Netheriands, in particular, 
the concept of family doctoring and community care, 
while seriously challenged in the euphoric days of the 
1950's when highly specialised technologically sophisti- 
cated medicine was thought to have all the answers, 
has not only— survived, but appears to be gaining 
ground. Indeed, there is evidence that young doctors 
as well as informed consumers of medical care are. 



becoming aware of the limits of the specialist services 
we -have devised to deal with our ills and our dissatis- 

: factions. They arc suggesting that patients, and society 
: in general would benefit if there was a challenge to the 

: trend to "medicalise" mor^ and more of our behaviour 
and to make the achievement and preservation of so- 

fii cial , well-being an arcane medical mystery. 

In addition, general practitioners are now seeking 

_active ..collaboration with. _ nurses, inidwives, _Jiealth 
'visitors and social workers to provide a more compre- 
hensive service for their patients. Not all the working 
anangements that jare made in these teams 3&h be 
unequivocally welcomed; some appear to be made for 
the convenience of the doctor rathel^ than for the wel- 
fare of patients. Nevertheless, the institutional basis 
is being moulded for an extension of the role of the 
nurse and social worker into a domain hitherto the 
exclusive preserve of the physician; and reciprocally, 
and not before time, for a broadening of the doctoi^s 
understanding of human behaviour. 

All the same I cannot feel that Western Europe 

, today is on a sure path to the ' dual objectives of 
allowing women to develop their full potential within 
the health service and of providing a socially responsi- 
ble service to all its citizens. We have in piecemeal, 



incremental ways made some progress towards these 
objectives; but thdre is still a long way to go, and for 
accelerated progress to be mad^ we have to rid our* 
selves of many deep-seated modes of thinking as well 
as institutionalised rules' and regulations. Indeed, I am 
inclined to think that we h^ve more to learn from 
the experience of China and other socialist societies 
than ^ose countries have to learn from us. They, 
too, rather than _ us,_ should_be.. providing the .models 
for the Third World — the developing countrit^^ of Asia, 
Africa and South America, where premature death is 
still the major problem facing the health services. 

Clearly, no country can slavishly copy the provision 
of another. A graft must always iTe compatible with 
its host; but if we want to change the world as well 
as understand it, we must be bold and prepared to* 
consider ideasi th^ those at the centr^ of our decision- 
making institutions are inclined to see as revoliftionary 
and alien. 

I hope that this seminar will play its part in enlarg- 
ing our vision of what is possible and hence our de- 
termination to break dow|Lj^ose barriers of entrenched 
prejudice which still present; women from inlaying a 
full part in* the prQmC>tion4!of' health and the control 
of their own destinies. 
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One cannot-assess adequately the role women play ^ 

in modem society without a profound long range 
-analysis of economic, social, cuUural, national, and 
historic peculiarities in the development of each coun- 
try.* Woirien's role in the health care sector (the mbsi 
humaneiof all spheres of human activity) is an acute 
problem! with specific j)eculiarities. But it would be 
wrong to^ consider this problem as merely a "technical" 
one isolated from the general tasks of extending the 
role of women'in all areas of life based on social and 
economic equality, and providing opportunities so that 
women would be able to- combine their functions as 
mothers and tiome guardians with socially useful work. 

The health care sector in our country, is one of the 
fields that well reflect the complex struggle of Russian 
women for their right to play a well-deserved role in 
society, to tKtilize their strength and abilities in the noble, 
field of serving the people. ^ . . 

The path to a hi^er medical education for women 
in Russia was hard and ^homy. The formation of 
women's higher medical schools dates back to the 
sharp industrial upswing in the last quarter of the 
nineteenth century, and was closely linked with the 
revolutionary democratic movement which brought the 
most progressive-minded women into its orbit. 

The ruling circles were hostile to women's emanci- 
pation but, influenced by public opinion, they were 
forced to partially open the doors of higher education 
♦ establishments to women. Previously these had been 
completely closed to women. . 

On November 2, 1872, "a specialized four-year 
course for training learned midwives" was opened. On 
this memorable day, 89 young women crossed the 
threshold of this shrine of science. History placed a 
great responsibility on their shoulders for they^^«^ 
pioneers who were to pave a new ro^d for huhdred| 
and thousands of women in Russia. Only those with 
courage and inflexible will did not fail in the pursuit 
of their aims. 

The ftrst graduates of the course had to go through 
a lot; they had to overcome social prejudices, the 
opposition of the authorities and often the opposition 
of their relatives and friends. They proved to be effi- 
- cieht medical workers and rose to the occasion in the 



Russian-Turkish war, displaying courage, self-sacriflce ; 

and dedication. ^ j. i 

The following is a quotation from a military medical 
inspector's report to the commander of the headquarters' 
of the Army in the Field: "The students of the 
Women's Medical Doctor Courses who^ere sent tg 
the Army in the Field at the very beginning of .the 
campaign, demonstrated zeal and a conscientious ap- 
proach to their duties. Delivering surgical and thera- 
peutic aid in hospitals, they came up to the expectations 
of high medical ^thorities in this first experience. The 
selfless work of women doctors in the midst of danger, 
hardships and typhus (to which many fell victinv) drew 
everybody's attention and it deserves distinction and 
award as the first instance o£ the utilization of women 
in njilitary service." 

In spite of the fact that the work M the first women 
doctors was so highly esteemedj^sreat deal morfc had 
to be done before their activities weje officially recog- 
nized. • ' , 

"On February 7, 1878," writes A. N. Shabanova, a 
graduate of the courses, "the fir;5t.women doctors were 
bom in Russia de facto, but not de lure: they came 
into life without any rights or titles, and not before 
another five. years passed were they put on thd list 6f 
doctors who were entitled to medicalpractice in Russia. 

new modus vivendi was in store for them— after 
their struggle for knowledge they h^ to begin their 
struggle for the utilization of 4ieir knowledge ..." 

Arid in this field to6,^e Russian womeh gained 
ground, having proven by their work that they were 
able to solve the most complicated medical problems 
and achieve complete success in their profession. i 

In 1876 the "specialized course" was transformed 
pennanently into "women's medical doctor courses"— ^ 
the fift medical higher education establishment for 
women in the country. During the fifteen years of their 
existence they trained and graduated 691 doctors. 

In 1897 thanks to^the efforts and donations of , the 
progressive public of the country, th# Women's Medical 
Institute in St."?etersburg was found.ed. This appeared 
to be a very important stage in the development of 
women's access to higher education. It was a stimulus 
for the openinfe^f specialized women's medical higher 
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education establishments in a number of other cities 
* * such as Kiev, Kharkov, Odessa an*\Ekaterinoslav. ^ 
Later, women were allowed admission to medical 
departments at univeilhles throughout the country. In 
. ^1913, the number qf women doctors totalled 2,800, 
'or *10 percent of all the doctors in the country. 

In pre-revolutionary Russia, there were more women 
doctors than in any^ther country in the world, but the 
total number of doctors was rK)t sufflcjem^^ 
' tary health care delivery. Apart from women doctors 
ot.Russian and Jewish backgrounds, there were a few 
women doctors who represented other nationalities: 
32 Armenians, 13 Lithuanians, nine Latvians, seVen 
Gebrgians, three Moldavians, two Belorussians, two 
Tarters, and one Kirgiz. There was not a single 
Ukranian woman doctor in the country, nor a Uzbek, 
22 an Azerbajahn, a Turkman, a Kazakh or a representa- 
tive of many other 6^^^^ ippre than TOiO n^^^^^ 
in the country. 

As to the medium-grade medical staff, thiir utiliza- 
tion in medical care delivery started *as late as the . 
, middle of the nineteenth 'century. In<4844 the Trinity 
Community, which spedalized in training medical 
nurses, was organized in St. Petersburg. One hundred 
and twenty medical nurses (who for years and years 
were ^ called in Russia, the tender-hearted sisters) 
from the Krestj^ozdvizhenskaja Community went to 
Sebastopol, the%rimean theatre of operations. They 
were headed by the great Russian surgeon N. I. 
Pirogov. This event may be considered as one of the 
landmarks of the histo^ oif nurse j^-aining practices 
in Russia. 

. These 120 liurses found themselve^n most difficult v 
conditions in the besiege(^ city, but were equal to the 
situation and selflessly fulfilled their professional duty. 
Their activities echoed not only in Russia but also 
abroad, and this fact contributed to the organizatipn 
of th^ International Red' Cross Society. It also brought 
aboiit the extension of the nurse training system: 
from 1875 they were officially put on hospital staffs. 

In 1 854, wopien were granted an opportunity to 
take up a feldsher's profession, which is a category 
of medical workers peculiar to our country. FeWshers • 
are doctors* assistants who are more competent and 
trained on a higher level, than nurses. n . 

The third catisgory of medium-grade medical staff, l 
midwives, were also trained in specialized schools. ^ 
The extension of the health care sector and the * 
growth of the network of hospitals, urged the expansion 
of medium-grade medical st^ff training: by 1917 
medium-grade medical staff totalled 46,000^ nearly 
all of them women. • , 

Social andecononiic transformations that took place 
after the victory of the October Socialist Revolution, 
radically changed the social position of women in our/ 
• country. Th€ legislative security of complete equality 
^of women in all areas of political and economic life 
and the purposeful activities of the state aimed at fully 
providing these rights, determined the ever-growing' role 



of women in social pnxluction, in the development of 
^erfce, culture' and family life. * , 

^ ^Ve were able to do so due to the solution of a num^ 
ber of social problems. Laws were adopted that guaran- 
tee protection of Wonnen's labour, including maternity 
leaves and favorable conditions 'and privileges for ex- 
pectant mothers before and after childbirth. In our 
country, paid maternity leaves^comes to 112 calendar 
_ days, andLthe mother^ 

until her baby is 12 months old, with her place at 
work preserved and her continuity of service unintiA*- 
rupted.' ' , 

The establishment of the system of constant medical 
attention for. children, the network of^ children*s pr^- 
school establishments — creches, kindergartens, exr 
tended day classes at school — all these measures lifted J 
a great deal of responsibility from vsjomen and enabled 7 
them tq successfully combine motherhopd with creative -j^" 
work. In, this respect one shoulto't , underestimate Jllp:^^ 
steps taken by the state aimeil at builfUig p^Hc 
s|rvice establishments, catering facilities, et^' 

The health care sectpr became one of the most 
inviting fields for women. During tlie fiffy-odd yea^ 
of the recent development of our country, they have 
gained a dominaht position in'this area. This hjstorical 
experience in Russia was, important, for it woved — 
through^ women's; participation in decisionmrncing in 
Soviet public health services — the adequacy aire com- 
petence of women' in all branches of medicine. | * 

There is no doubt that the decisive factor in Jno^!^ 
extent to which women in our country were brought 
into^ the system of public health services, was the utter 
reorganization of the health care sector on a. totally 
new ground. Our society became fully responsible for 
the protection and strengthening of the health of the 
population. ' 

The single state health care system is free of charge 
and availal^le to everybody. This fact totally changed 
the character of the doctor's activity, freeing him of 
the necessity to secure his financial position at the ex- 
pense of his patients and thus making his relationships i 
with his patients merely professional tel^itiohships. 

The organizational form of the work of doctors and 
mid-level medical- personnel has also changed. The 
establishment of et wide network ot out-hospital health'^ 
care establishmeijts (health centres, out-patient clinics^'f ^^ 
specialized prophylactic centres; etc.) turned doctors, ai. . , 
well as other medical workers into members of one and 
the 

same collective, united in 'a well-equipped medical 
centre which provided complete utilization of the rich 
arsenal of diagnostic and treatment methods. The ri^ts 
and resj55nsibilities of - medical workers are precisely 
regulated and the volume of work and wojking hours 
are strictly fixed. 

The fixed working ^hpurs of a doctor in a hospital 
(in-patient services) come to 6.5 a day; in a polyclinic 
(out-patient services only) 5.5 hours a day. The work- 
ing day of roentgenologists and of some other special- 
ists is limited to 5 hours a day. 

Every doctor In our country, in any branch of the 



medical profession, has opportunities to consult special- 
: ists and more competent colleagues in other branches* * 
They are entitled to all necessary information and to 
participation in all refresher prograijns. 

Ilierc are other factors, of no less importance, that 
attracted women to thci health care sector. These in- 
clude opportunities for B^ajonng in the field one 
choose^, for constant creiftivc tJf ogress, and fixed wages 
Miniworking-hours-AnotherJactor^that caused wo^^^ 
active involvement in this area was an expansion of the 
system of higher medical education in the country. - 

In pre-revolutionary Russia, doctors were trained at 
17 university medical departments. The annual number 
of graduates was less than a thousand. The country 
was very poorly provided with doctors; there were less 
than two doctors for every 10,000 people. 

The health care sector of the young Soviet State 
experienced an acute shortage of mid-level medical 
staffifThe situation regarding medical personnel was 
1^1^: tragic in national republics, since they had no 
Aiejfieal education establishments whatsoever. The task 
was'liot only to extend the network of medical higher 
education establishments, but first and foremost, to 
establish such institutions in national republics and in 
r remote areas of the country. 

During the first five years of Soviet power, 16 new 
medical departments were opened in the country 
Progressive-minded Russian professors and tSachers of 
the leading universities of Russia took an active part 
in the organization and formation of these departments. 
In subsequent years, the network of medical education 
establishments was extended and improved. The open- 
ing' of higher education establishments in national re- 
publics and remote areas of the country, free-of-charge 
education, and grants for students — all this attracted 
representatives of the native population and women to 
the higher schools. 

As time went on, women be^me the main bulk of 
practical doctors and later, the main bulk of professors 
and teaching staff of medical institutes (university 
level) and the medical research institutes which were 
opened in national republics. Today, there are 92 
- kedipal higher education establishments which graduate* 
annually about 50,000 specialists, most of whom are 
women. 

... - vj^^ system of secondaryr spedaliz medical educa- 
cation has greatly expanded. There are 656 medical 
and pharmacological secondary schools ^th an annual 
graduation rate of 140,000 (including feldshers, mid- 
wives, laboratory technicians and roetgenotechnicians). 

The problem of training and continued education of 
medical pAsonnel was and is most important in the 
Soviet public health care system. The constantly grow- 
ing network of curing-prophylactic establishments, 
polyclinics, consultation centres, specialized prophylac- 
tic centres, sanitary-epidemiological stations, etc., the* 
growth of the network of in-patient hospitals (the num- 
ber of hospital beds in 1973 came to 2,866,000 or 114 
beds for each 10,000 people), the extension of the 
number of health resorts and sanatoria (the number of 
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sanatoria and rest homes in 1973 came to 5^48 with 
9,527 beds), the extension of prophylactic work to a 
certain contingent of healthy and sick people — all these 
factors demand a constant flow of all categories of 
medical workers into the public health dare sectoir. At 
present, over five million people are employed in the 
Soviet public health services. The overwhelnung ma- 
jority of medical workers, 85 percent, arc woiMn. 

The number of doctora in 1973 came to 7,667,000 
(306 doctors per each 10,000 inhabitants); 5,368,()0^ 
are women (70 pe^tent of the total number of dk»- 
tors). What is worth emphasizing is the fact that ip 
the national republics, where as late as fifty ycara ago 
there was not a single woman doctor, today the ma« 
jority of doctors are wom^n. . ^ 

Thus, in the Kazakh, SSR women doctors number 
70 percent of all doctors; in Anneiua4^71 percent; in' 
the Kirgiz Republic, 67 percent; 57 percent in both 
Uzbekistan and Turkmenia; and in Tadjikistan, 56 
percent. 

The number of mid-level medical personnel in 1973 
came to 23,688,000 (94.4 specialists for each 10,000 
people). . 

^1973, the public health services sector employed: 
J, 152,000 medical nurses; 5,225,000 feldshers; 243,000 
midwives; 995,000 lab technicians; 78,000 feldsher- 
/^midwives; 438,(XX) assistant sanitary doctors and 
"epidemiologists; 292,iDf(X) dentist technicians; and 
28,000 radiologist technicians. 

Among the qualified mid-level medical .staff, the 
^ overwhelming majority are women — more than 99.5 
percent of the nurses and more than 85 percent of 
the feldshers. Wom?n are also dominant in pharma- 
cology; in 1973, there were 568,000 pharmacolopsts 
with" a higher education diploma, aqd 1,336,000 with 
a secondary eduj:ation diploma. 

It must be said that in the future as well, women wll 
prevail among the medical workers, in the Soviet 
public health sector. This statement may be illustrated 
with the hfi%> of the followng figures: in the 1973-74 
school year, women comprised. 56 percent of the total 
' number of medical students at higiher medical schools; 
and in secondary schools, 88 percent. 

Describing the role of women doctors in practical 
medicine, one should underiine a tendency, which is 
evident ly the Soviet public health care^ system^ais -well 
as in most countries in the worid: A progressive ten- 
dency toward this extension of Specialization. At pres- • 
ent, 51 doctors' specialities are officially recognized in 

the USSR. \ 

What particular wanches seem attractive to women? 
■ Before answering this question, WC5 must underiine the 
fact that the choice of a medical profession, as well as 
further specialization, is detennined by the wishes, 
abilities ^nd inclinations of the would-be doctor. 

Every medical institute in our country has a Faculty 
of Therapy, Sanitation and Hygiene, a Faculty of Pedi- 
atrics, a Faculty of Stomitology, a Medico-biolopcal 
. Faculty, and a-Faculty of Pharmacy. So every applicant 
to a higher education institution makes a choice from 
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the vety beginning- as to Jiis future activities. Each 
department has its own specific curriculum and syllabus. 
^ For example, the curriculum of the Faculty of 
Therapy contains a two-year -course of nfiedico- 
biological subject^, a three-year clinical training, a 
one-year "subordinatura" course in therapy, surgery, 
obstetrics and gynecology (in one of the branches of 
the student's choice). After graduation, a yoifng doctor 
works for a year in a curative-prophylactic establish- 
ment as an intern, mastering one of "the above men-^ 
tioned'' specialties or a narrower specialty. Later, the 
doctor is entitled to work in the branch he has chosen, 
with an obligatory further training; the length of this 
further training and the volume of work is fixed for 
every specialty individually. 

In the Soviet Union, a state system has been de- 
veloped on the further training of doctors. They un- 
dergo specialization at institutes 'and faculties of further 
training of doctors, and in large regional and city 
hospitals. Doctors who have little or no experience in 
the branch they have chosen, must take a Course of 
primary specialization. Doctors who have experience in 
the field, undergo a further improvement of their quali- 
fications at institutes of the further training of doctors. 
There are 13 institutes of this kind in our couijtry. 

The improvement of doctors' qualifications is being 
exercised also through the clinical two-year "ordi- 
natura" attached to higher education establishments 
and to institutes of further training of doctors. The 
teaching and scientific staff for medical institutes is be- 
ing reinforced mainly through the "aspirantura" system 
at the medica} higher education establishments and 
research institutes. That's a three-year course. 
. The survey on the distribution of women doctors 
in specialties was made in the Russian Federation, the 
largest republic, where more than 50 percent of all 
USSR doctors work. The results of the study showed 
that more than 30 percent of women doctors are 
specialists in therapy (therapists, infectionists, cardio- 
jfheumotologists, endocrinologists, haemotologists, phys- 
lotlterapists, gastroentorologists, etc.). Of the total 
women doctors, 17.7 percent are pediatricians, 9 per- 
cent obstetricians and gynecologists, and 6.2 percent, 
stomatologists. Nearly 6 percent of the women doctors 
specialize in surgery (surgeons, oncologists, traumo- 
tologists, orthopaedicians, cardio-vascular surgeons, 
neurojurgeons, etc.). The survey shows that 3.7 per- 
cent of women doctors are phthisiologists, 3.3 percent 
roentgenologists^^ 3.2 percent ophthalmologists, 3.3 per- 
cent laboratory doctors, 3.0 percent neuropathologists, ^ 

2.7 percent otolaringologists, 2.4 percent psychiatrists, 
2.2 percent medically qualified sanitarians, 1.9 percent 
donnatovenetreologists, 1.9 percent bacteriologists, and 

1.8 percent epidemiologists. Nearly 2 percent of 
women doctors specialize in public health administra- 
tion. 

The above data, characterizing the professional ac- 
tivities of women doctors, testifies to the fact that a 
considerable number — over 60 percent specialize in 



therapy, pediatrics, obstetrics-gynecology, and stoma- 
tology. • 



Branch of Medicine 

Pediatrician, obstetrician- 
gynecologist cardio-rheumatol- 
ogist, endocrinologist, 
laboratory doctor, 
bacteriologist 

therapist, infectionist, 
Of;htbalnx>logist, haemototogist, 
dietician, physio-therapist 

./^Idemiologist, neuropathologist, 70 percent-80 ^rcent 
otolaryngologist, phtlii8k>Iogist, * ^ 

stomatologist, remedial physical 
culture doctors, BCQ doctor 
gastro-enterologist, doctor- 
statistician 



Percent of Women Doctors 
over 90 percent 



80 percentr-90 percent 



oncologist, phychiatrist, 
roentfienologist, medically 
qualified sanitarian, 
nephrologist, doctor specializing 
m the health education of the 
population 

cardio-vascular surgeon, health 
care organizer, toxioologist, 
patho-anatom&t 



60 percent-70 percent 



50 percent-^ percent 1 



over percent 

30 percent-40 percent 



anaestheslologist-reanimator 

surgeon, traumotologist- 
orthopaedidai^, urologist, 
chest sorg^xm 

The highest percentage (93.3 percent) of women 
doctors specialize in pediatrics, the lowest (24.9 per- 
cent) in neurosurgery. 

Over the last decade, there has been no considerable 
change in women's specialization in different branches 
of medicine or within each branch. We* may assume 
that the professional structure of women doctors in 
our country has stabilized, and we do not expect at 
least in the coming decade, increases or decreases. 

Women play a considerable role in the development 
of medical science and training of medical oersonnel. 
In pre-revolutionary Russia, there' were occasional 
women among scientific and teaching personnel. During 
the yea^ of Soviet power, the situa^n has radipally 
changed. ^ 

In 1974, 33,415 women doctors worked in the field 
of medical science and higher education establishments. 
That amounts to 51 percent of the total number of re- 
search workers and scientific teaching staff at institutes. 
Of this number, ihere are: 20 academicians and cor- 
responding members of the Academy of Medical Sci- 
ences (10 percent of the total); 1,946 doctors ^f. 
medical sciences (31 fibrcent of the total); 18,382 
candidates of medical science^ (50 percent of the to- 
tal); 1,028 professors (26 percent of the total) ;^and 
12,714 docents (40 percent of the total). ^ 

It's worth noting that the Share of woman research- 
ers and teachers ^ medical higher educational estab- 
lishments is larger than the averagj? for the whole 
country, where the total numbef of ' women scientists 
comes to 40 percent and the number of women doctors 
and candidates of sciences comes to 14 percent and 28 
percent respectively. 

Today 42 research and higher education medical 
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establishments are headed by women. The correspond- , 
ing member of the Academy of Sciences of the. USSR, 
physiologist Natalya Bekhtereva; heads the Academy's 
Ihstitutle of Experimental Medicine; the Institute of 
Rbeumatism is headed by Valentina Nasonova, *the 
corresponding member of the Academy of Medical 
Sciences?" * 

The leading academician V. P. Filatov's Institute of 
Eye Diseases and Tissue Therapy is directed by the 
Hero, of Socialist Labouf Academician of the Academy 
of Science of the USSR, Nadezhda Puchkovskaya. 
Anastasya Shiskova heads th^^esearch Institute of 
Hypene. \ 

Many women scienti«s have been distinguished by 
receiving Higli jiati^fiaTawards for their activities. There 
are many women medical workers among Lenin and 
State prize winners. These hi^ly .esteemed titles are 
awarded for invaluable contribution to the develop- 
ment of national and ^rld science. These prizes have 
been given to the following distinguished scientists: 
virusologist Elena Go|inevitch, pediatrician Julib Dom- 
brovskaya, microbiologist Gita Kagan, biochemist 
Maria Brazhnikova, neuropathologists Alexandra Kol- 
tover and Ludmila Bra^na, hygienist Elena Vorontsova, 
virusologist Antonina Shubladze, ^d hygienists Natalja 
Tarasenko and Angelina Guskova. Many Soviet women 
scientists are members of foreign academies and scien- 
tific societies. 

We don't think that the picture of the versatile ac- 
tivities of Soviet women would be complete if we did 
not dwell, at least in part, on their role in public health 
administration. In our country, public administration 
at all levels, from a rural medical post to the USSR 
Ministry of Health, is exercised by doctors.- 

The administrator of any curative institution or 
public health establishment does not fulfill merely ad- 
ministrative functions but is fylly responsible for the. 
quality of curative and prophylactic care, for the se- 
curity of high standards in the delivery of all kinds of 
medical assistance, and for the fulfillment of^ the 
planned health improvement measures aimed at reduc- 
ing morbidity ahd improving health among all popula- 
.tion groups. 

Through their work, our women doctors have proven 
their ^ability to solve the most difficult problems in 
health administration. The statistical estimations show 
that the share of women in"" health administration is 
increasing.^ In 1926, 1,200 women headed various 
curative-prophylactic establishments. In ten years, this 
number increased to over 6,500, and in 1959, as many 
as 23,000 women were engaged in health administra- 
tion. At present, women lead public health establish- 
nients at all levels and more than half of the curative- 
prophylactic establishments are headed by women. 

For many years Maria Kovrigina, an outstanding 
organizer and presently director of the Central Institute 
of Further Training of Doctors, held the post of Min- 
ister of Health of the USSR. Trina Blokhina, director 
of the Gorky Research Institute of Epidemiology and 
Microbiology, is also a deputy to the Supreme Soviet 
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of the USSR, heading the Conunission of public health 
care and social security in the Supreme Soviet of the 
USSR (which is thel^^est lepslative body of our 
country). 

Hundreds of women hold leading posts in the Min- 
istry of Health of the USSR and in ministries of 
national and autonomous republics. Wgpen head re^ 
gional, city and district health care departments; they 
administer large hospitals, sanitary epidemiological 
stations, dispensaries, ambulance stations, ambulance 
plane stations, health resort establ|||iments, and medi- 
cal and sanitary units at industrial enterfxrises. 

Twelve women are Vice-Ministers at Ministries of 
Health of the USSR and union republics; three women 
hold posts as ministers of health in autonomous, repub- 
lics, and 48 head main departments and departments 
at ministries. 

Women play a considerable role in the leadership of 
the medical workers trade union. Nadezhda Grigoryeva, 
who, for many years was Vice-Mihister in charge of 
the protection of maternal and child health in the 
Russian Federation, is now chairman of the Central 
Committee of the Medical Workers trade union. The 
Red Cross and Red Crescent Society in the USSR is 
headed by Nadezhda Troyan, a woman who distin- 
guished herself in tiie partisan movement during the 
Great Patriotic War and was awarded the title of Hero 
of the Soviet Union. 

In this year of 1975 when we celebrate the *30th 
anniversary of the Great Victory over fascism, we re- 
member the unparalleled heroic exploits of Soviet 
women medical workers at ^ the front Thousands and 
thousands of women doctors, nurses, medical instruc* 
tors, volunteer nurses and orderlies participated in 
action arid kept their diffic^ult watch in military hospi- 
tals;' Of 'the combat units, 21.7 percent were women 
doctors while 41.7 percent of the doctors in field 
mobile hospitafs and 54 percent in the evacuation hos- 
pitals were women. Their military services for-their 
country were marked, with high governmental awards. 
The title of Hero of the Soviet Union was conferred on 
17 women medical workers. Scores of thousands of 
women were l^fded military orders and medals of the 
Soviet Union. 

Women medical workers are higl|||^ respected iniiour 
country. The people arid the state appreciate their 
work. The high title of Hero of Socialist Labour has 
been awarded to 49 women doctors. The honorary 
title of "Merited Doctor of the Republic" has been 
conferred on over 7,000 women. Thousands of women 
working in the health care sector have been decorated 
with governmental awards for their services. 

Summary 

Extensive enlistment of women in the USSR in 
social activities as a whole, and in the health care 
sector in particular, became possible as a result of 
granting complete social and economic equality to 
women. This social and economic equality gave women 
opportunities to develop creative abilities' as well as _ 



opportunities to combine their social work and family 
' duties. 

The condition that determined an extensive and 
rapid inclusion of women into the health care sector 
was the transformation of our country's public health 
service system on a radiadly new basis.^ The creation 
of the single public healUt3tate system^ the extension 
of the wide network of curative-prophylactic establish- 
ments (which became centres of highly skilled medical 
care), all this totally changed the activities of doc^rs 
and medical personnel. 

Replacing doctoi^s^i^individual practice in private 
consuming jooms with collective work performed by 
a group of specialists, .whose work is planned and 
volume of work is strictly fixed — brougltt^the activities 
of medical workers into a framework quite acceptable 
for women. 

The effective solution of the medical personnel prob- 
lem was made possible by the establishment of an 
extensive network of higher and secondary medical 
education institutions in the national republics and 
oudying areas of the country. Universal compulsory 
education, free tuition at all die educational establish- 
ments, the extension of the network of medical edu- 
cation establishments — all these factors provided a 
massive flow of all categories of m^cal personnel, 
including women and representatives of native nation- 
alities into health care services. 

The experience gained in our country has convinc- 
ingly proven the possibility of a sharp increase of health 
care services in a short historical period. Women's ac- 
tive participation in solving comprehensive problems 
of protecting people's health was one of the prerequi- 
sites of the progress achieved in this field. 

In the USSR, experience has proven not only the 
possibility and expediency, but also the effectiveness of 
women's activities in medicine. Life itself has proven 



that in any field of health care and in any mediciBil 
branch, women can i^ach the highest professional 
level and successfully solve any theoretical or practical 
medical problem. 

The jsurvey on the professional (mentation of deb- 
tors in the USSR showed that there are branches of 
medicine whiph women prefer, though there is not a 
single branch in which women do not major. Over 
the past decade, the distribution of w^en doctors 
among different specialties has stabilized. Considering 
that one% choice of specialty is determined on the one 
hand by the specific character and demands of the 
specialty, and on the other hand by the inclinations 
and' abilities of every doctdt, one can conclude that 
the existing distribution of women doctors in specialties 
meets both the health care Requirements and the in<^ 
terests of specialists^ themselves, who have chosen the 
most acceptable field for their prcrfessional activities. 

The progress achieved by the Soviet health caie 
system, particularly in training medical personnel, poses 
new and important problems* The key problems are: 
as follows: a further improvement of . higher and 
^^econdary medical education; elaboration and realiza- 
tion of programs providing a more effective additional 
training of doctors; more rational utilization of medical 
workers labour; equipping all categories of medical 
worlcbrs with up-to-date methods of prophylactics, 
diajJRbsis and treatment. 

The improvement of the quality of prophylactic and 
curative work depends first and foremost on the tech- 
nical equipment of the health care establishment and 
^n the perfection of organizationar forms which pro- 
vide optimum conditions for work and creative activi- 
ties for every specialist. The solution of these problems 
is the main concern of the entire state system of public 
health services, in whidi women play the dominant 
role. . ^ 
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It is with a degree of diffidence, if not trepidaUon 
that I engage on the thorny path of discussing a paper 
that touches both on the Soviet health systemr and on 
wonaen in health. It is sometimes said there are no 
experts on the Soviet Union, only varying degrees of 
ignoirance. Perhaps the same might be said, at least 
in this country, on the involvement of women in health 
services. A glancfe at the official program listing the 
participants indicates, without much doubt, that men 
are here as much in a minority as they are in the 
Soviet health service. And yet, the performance of that 
service in the Jast half century or so has demonstrated 
it could 'operate rather well under those circumstances; 
perhaps,' the first lesson that can be learned is: it 
can be done. It is striking, indeed, to note tHe decree 
to which we are all captives of culture-bound stereo- 
types which often become self-fulfilling prophecies. For 
the average American, the picture of the typical, physi- 
cian is that of a fatherly looking, white-coated grey- 
templed gentleman. After a few days in the Soviet . 
Union, which I have visited six times in the last twenty 
years and where, incidentally I met Dr. Pira^ova in 
~T96T7The jprcjure 
motherly-looking white smocked woman, her hair usu- 
ally covered by a white round hat. Ind|fd, when the 
publisher of my first book "Doctor and Patient in 
Soviet Russia" submitted to me a choice of pictures on 
medical subjects from the 'Soviet Union to grace the 
book-jacket, I was pleased to find' one in which a 
pleasant woman doctor, holding a stethoscope, is con- 
versing with a bare-chested, robust young man, tower- 
ing at least half a head above her. In the background, 
barely visible between the t^Yo figures just described, 
there is another woman, sitting at a desk, reading what 
looks like a case history., V{hether she is a nurse or a 
physician I am unable, of course, to say. But the con- 
clusion is inevitable: in the^ Soviet Union, medicine 
is largely a female domain; in the United States medi- 
cine is predominantly ajnale preserve, and has been 
ever since statistics have been .kept. In the'two coun- 
tries, however, physicians excepted, health personnel 
tend to be largely feminine. 

The magnitude of the difference in the propojrtion 
of men and women physicians between the two coun- 



tries has been charted in Figiire 1 which I have com- 
piled from available American and Soviet statistics.* 
It seems evident that at no time in American history 
has the percentage of practicing women doctors ex- 
ceeded ten percent, about the same proportion that 

« Figure 1: Women in Medicine, USA and USSR, 
1913-1970 (in percentages of aD physicians)* 




1910 '1920 1930 1940 1950 I960 1970 



obtained in Tsarist Russia immediately before World 
War I. It is true that around 1950, the percentage of 
American -women comp!eting^^k,jrnftdL^ 
briefly went over that figure (presumably an echo of 
the Second World War), but that trend inmiediately 
reversed itself, then started to climb ajjain slOwly in 
the mid-fifties (though still remaining below 10 per- 
cent). Of late, we have been able to witness a rise in 
the admission of women medical students (the figure 
surpassing 10 percent around 1970) and still climbing 
toward 20 percent. At Harvard Medical School, in the 
last two years, about one-third of admitted students 
were women. The Soviet picture is strikingly different, 
as Dr. Piradova and as Figure I indicates. From 10 per- 
cent of all physicians in practice before World War I, 
the percentage steadily increased until it 'reached a level 
of about 76 around 1950, and then peaked and slowly 
decreased by what looks like a quarter of a percentage 
point annually. The figure still remains at about 70 
percent, or more than seven times the equivalent 
American figtire. 

It is my impression that the proportion of three- 
fourths yvomen in the medical profession was the 
result of a specific configuration of circumstances , in 



; . the history pfilhe Soviet Union, and that this percentage 
will not Jbe maintained' in the future. Indeed, as Dr. 

■ Piradova informs us, in the 1973-74 academic year 
|| .. only slightly more than half of the "Soviet medical 

■ ' ^ students were women (56 percent). This trend was 
: ^ confirmed to nie in the course of my most recent visit 

; ' to the. Soviet Union (May-June 1975) and it is quite 
likely that with such an admission polidy, within 20 

■ to 25 years (depending on the attrition rate), we shall 
see ia the Soviet Union a medical contingent about 
equally divided among the sexes, which might be the 
way it ought to ie after all. On the other hand, it is 
not unlikely thai^the percentage of American women 
in medicine will continue to increase as, pressures for 
equality make themselves felt on admission committees. 
And thus, in a decade or two, that rather wide gap 

28 ^between the proportion of women in medicine in the 
• United States and the Soviet Union, may well be closed. 
I also.believe that the most impressive increase in the 
number of physicians in the Soviet Union in the, last 
. half^century or so has been due to the massive influx 
. ' of women into medicine, particularly in the light of 
the competing demands for personnel in the technical 
and military occupations, and the devastating losses? 
:* both in extraordinary mortality and in birth deficits 
incurred by the Soviet Union as a result of the First 
.World.War, the two revolutions of 1917, 'the foreign 
intervention, the civil war, and the massive epidemics 
, of the early twenties; in addition, the 'dislocations at- 
• . tendaht on rapid fndustfialization and collectivization 
of agriculture; and the incredibly traumatic impact of 
the Second/ World* War on the population, and par- 
ticularly XdiS in all the previously mentioned events) on • 
the 'male population. 

The excess mortality of the Second World War has 
been estimated as more than 20 million men (the 
majority in the productive and reproductive ages), and 
the birth deficits also at about 20 million. I think 
_--..-U~thu5JhaL-ic^^ 

there is an important- demographic variable (not 
operative in the USA) that helps to explain the massive 
entry of wom;en into medicine in the past. 

Dr. Piradova mentions a figure of 766,700 doctors 
for 1973 (of whom 70 percent are women). It should 
be pointed out that this figure is not strictly comparable 
, , to that of physicians in the United States. I assume that 
H Dr. Piradova means what is usually labelled in Soviet 
tables as "doctors in all specialties^ excluding the mili- 
tary". This figure is thus inclusive of , physicians, of 
stomatologists (i.e. doctors with a dental specialization) 
and derUal'assistants, called in Russian,^ "dental doctors" 
(zubnie vrachi), who flo not Have a higher education. 
\ It is thus necessary to discount the number of doctors 
"in all specialties" by 10 to 13 percent to obtain^ 
physician figures that would be. comparable to^that of 
the United States. This would then reduce the supply 
of 30.6 physicians per 10,000 to about 27 physicians 
per 10,000; a figure which, is more than 50 percent 
, higher than fhe corresponding one in the United States. 
I have traced the data^ in Figure 2. It is interesting 
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td note that althougih the num6er of physicians in ibe : 
United States increased 2.5 times from 1910 to 1970, 
the number of physicians per constant unit of the popu- 
lation remained more or less stable between 1910- 
1960 (and indeed went down in the twenties) . 



Figure 2: Medkal Dendly, USA and USSR,^ 
(pb^ians per 10,000 iidiabitants), 1910-1970 
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It is only ISfter 1960 that the availability of phyd-i? 
cians relative to the population in the United States bcK : 
gan to rise. It should be noted that, to some extent, the 
increase in the supply of physicians in the United States 
is due not only to an increase in the number of medical 
||:hools and medical graduates (an increase of about 25 
percent in the last few years Ir- but also to a laigD' 
influx of foreign bom and trained physicians (FMGs), 
a<. minority of whom consists of Americans trained in 
foreign medical schools. Thus, if we we)re to compare 
domestically trained physicians in/ the two countruBS, 
the discrepancy would be even greater. I have pointed 
out that the increase in the Soviet Union' would not^ 
have been possible without large number of women^ 
entering into medicine. Would it not make sense, in the 
American context, to replace foreign trjuned i)hysicians 
(whether American bom or foilvign'born) by American • 
trained physicians, add emulate tl{e Soviet example by . 
drawing more ^Idly on wome nfto increase our sup- * 
ply of qualified physicians? One bottleneck in this 
country, jf i read it correctly, is not in the lack of 
qualified or motivated applicants of^both sexes to the 
medical schools, but in the lack of educational faciikies. 
To remove that bottleneck would necessitate either an 
increase in the number of medical schools, or an in- 
crease in the number of students in each medical 
school. 

To follow Dr. Piradova's figures the 92 medical . 
schools of the Soviet Union tum out about 50,000 
graduates annually. This comes to an average of 543 
per medic'al school, a nun^ber that mp^t American 
medical educators would find excessive. But it should 
,be pointed out that included in that figure are the 
graduates of the different "faculties" in their schools, 
i.e., of the different tracks of therapy, ^nitation and 
hygiene, pediatrics, stomatology! medico-biological, and 
pharmaceutical. Thus, the class size in each facultjlf 
must be considerably smaller than the figure I men- 
tioned. Incidentally, Dr. Piradova states that every 
medical institute has all these facilities^which I do not 



i^bilieve is conect A medical school may have alt of 
r^l^i^, but in practice most «of them do not^ In 1967, 
;>(piily three medical schools had all five faculties; medico- 
^||doIogicaI was not Hsted then.^ But nevertheless, the 
^iCpiantitative progress in the sheer numbe;* of physicians 
has been most impressive. 

- Indeed, between 1913 and 1970 the magnitude 

: increase in the number of physicians (excluding stoma- 
tologist^ and dental technicians) has been almost 30. 
Before World War I, the United States had six tunes as 
many doctors as Russia; in 1975, the Soviet Union, has 
about twice as many doctors as the Unijted States. In 
terms of supply per population, or meoical density, 
the Soviets caught up with the Americans around 19S0, » 
and left them behind in a typical "scissors" situation. It 

:4s possible that the Soviet figure is still an under- 
enumera^n since physicians counted exclude the mili- 
tary wh^eas the popubtion base includes military. At 
any rate, this is what permits the Soviet Union to claim 
the highest "medical density" in the world. 

These are, of course, ^ss fi^es: they tell us noth- 
ing of the distribution oi physicians over the territory 
of each nation, the number of physicians available for 
primary care, the living and working conditions of 
physicians and income leyels. 

On this question of income levels, it may be of 
interest to note that of twenty-four occupational groups 
:listed in a Soviet statistical handbook for 1973* 
'•health, physical culture and social welfare" and "art" 
were listed as having the lowest average monthly pay 
of all. At the same time, of all occupational groups 
listed in the^ same handbook, the "health physical 
culture and social welfare" group had the highest per- 
centage of women (85 percent). The income figure (In 

^rou|)le3jtcwasjr99.0 a|. against a ^atipnallB^re for all 
occupations of 134.^ Thus," the average for all those 
employed was one-third higher than for those in health, 
physical culture and social welfare. ; 

Industrial -workers (of all types) earned . an. average 

of 147.2 or fifty percent more than those in health, 
e|c. Those listed as ''ehgineering-technical workers" 
earned more than twice. The problemj^tfi the "health, 
etc." figure used here is that it aggregateTthe data for 
three different occupations, and^that within the health 
occupations, pj^sicians certainly earn more than the 
99 roubles llst^. But not much more; probably some- 
where around 120 roubles. It might be interesting to 
see whether an increase in the intake of men into 
medicine will be accompanied by an increase in the 
income levels of health personnel, and physicians in 
particular. I believe there is a move afoot in the direc- 
tion of a general wage increase fof health personnel. 

^ * It also seemss^hat both countries face similar prob- 
lems in moving and keeping doctors in the rural areas 
(and hence the importance of the feldshers). I would 
also be interested in Knowing a bit more about the 
representation of women in the medical system. For 
example. Dr. Piradbva mentions Dr. Kovrigina, a 
former Minister of Health (1959-1964). She is the 
onlyjA^oman who, in the course of more than a half 



century of socialized medicine, occupied the top. na^ 
tional position in health. She mentions 12 women as 
vice-ministers of health for the USSR and union repub- 
lics. This means a total of 16 ministries (one for tiie 
USSR, and one for the 15 republics). . 

On the assumption that each minis^ has at least 
four or five vice-ministers, the representation of women! 
there is considerably sm^er than their pn>pprti(Hi in^ 
medicine or in health in general. She mentions that 
10 percent of the members of^4ff< Academy of Medical, 
Sciences are women: if we breiK thi>^^.ta members 
and corresponding members, I beliescfi^ibi^' the former 
figure would be closer to 4 or 5 percent*^than to 10 
percent.® These are not meant to'^ do'wngrade the 
tremendous strides of women in the health services; it 
is only to suggest that the percentage of women in 
medicine is not constant throughout the health system. 

Dr. Piradova presents an interesting picture of the 
percentage x^^omen in different specialties (as well 
as the distribution of specialties among wo^en doctors 
themselves). I note that 60 percent of all women doc* 
tors specialize in therapy (general medicine),^ pediatrics, 

<, obstetrics-gynecolpgy, and sfomatology. We also note 
that among all doctors women constitute over 90 per- 

, cent of those specializing in pediatrics, but one^fourth 
of all those in surgery. Dr. Piradova also points to **ia 
progressive tendency towards the extension of speciali- 
zation, towards the extension of doctors' specialties." 
I am not sure of the meaning of the word "progressive**, 
whether she meant a •'gradual" or a "positive" develop- 
ment i.e., whether the term was descriptive or norma- 
tive. I suspect, from the context, that she meant that 
the increase in specialty practice was normatively de- 
sirable,' that it was a good development Let me inter- 
ject here a note of^unbivalence: it seems, at least 
within the United Stl^ context, where specialty prac- 
»tice has proliferated without much planning or fore- 
thought, that many are bepnning to realize that m in- 
creasiri^y specializied medical profession has ife draw- 
backs in that access to. primary care is decreased or 
phased put, the patiept*s care is "fractionated**, the 
emotional and phychofogical needs of the patient^tend 
to be lost in the shuffle, and the integration of increas- 
ingly narrow medi|al outputs into a comprehensive 
medical product becomes problematic. 

I want now to turn to certain structural aspects of 
health services in the two countries, and to some con- 
siderations that may bear on the involvement of women 
in these services. If we use the basic polarity of econo- 
mists between a "maftet" and a "command" economy, 
and apply it to the healtii system, we might, at a very 
generalized" level, define the American hesdth system 
as primarily a "market" health system and the Soviet 
one as a "command" health system. Historically, medi- 
cine (in contrast to elementary and secondary educa- 
tion) has developed in the United States within an ' 
.entrepreneurial ideology and professional optic in which 
the physician having invested a great deal of time^ 
effort and money in acquiring a rare good (his knowl- 



edg^ and^«kill); s6ts himself up m practice and ]gets a 
return on his. investment, ^ ' , 

It is true that he often offeried his services to the 
community on a gliding scale basis.^ I think the true 
• meaning of the word "liberal" profession is that the 
professional is autonomous? he is not p&t pf an organi* 
zation, neither is he salaried. He gjives bis services on* 
a fee-ioxrservice basis. likie this operates 

largely within the framework of su|>ply and demand, 
and is quite coitsistent with a laissez-faire ideology. 
Historically, this pattern was prevalent in the XlXth 
century, and in the first «half of the XXth. The ideology 
s^l lingers o^, although objective, coiiditions have made 
a great deal of it obsolete. 

The "command" model, is the one primarily obtain- 
ing in the Soviet Union. In that model,, the state as- 
sumes the responsibility for providing preventive and 
clinical services to the population ais a public service; 
that service results from planning at all levels of the 
society, integrated of course with econoDBdc planning 
and development at the national level, and tied to 
available supplies of financial and personnel resources. 
The system, furtKermorie, is .funded, through general , 
revenues (mostly taxes) rather than on aii insurance 
bases (with actuarially determined risk$) ; and medical 
facilities are the property of jhe nation (or administra- 
tive divisions thereof), and praptically all^health per- 
somiel become salaried state employees. It is precisely 
the ''organized" nature of the Soviet health, system, 
and the fact that almost all physicians' are sllkte em- 
ployees that permits the regime to control the' aggregate 
bill the society w^ pay for its health services', and 
particularly the bill it Svill pay for.pe'rsqnnej. ' 

Under present conditions, ^uch control would 
impossible to implement in the United' States^ Basically, 
the Soyiet health service has become bureaucratized, ^ 
using the teom not in the usually pejorative tone that 
people reserye for it when, faced with the ced tape that 
bureaucracies generate (whetHiertiiese-bureaucracies^^je^ - ' 
public or private), but in gthe. sociological 3ense used 
by Max Weber as the most effective ai?d rational way 
to administer or manage services. One of the charac- 
teristics of the involvement of, employe^es in a bureauc- ' 
racy is the specific nature of nheir "employment, their 
duties, and their responsibilities. - ' ' ^ 

I was struck that on 'two occasions. Dr. Piradova . 
came back to "the strictly regulated natyre of the 
physician's work in the Soviet Union. "The rights and 
responsibilities of ^medical workers are precisely regu- 
lated and the volume of work and'worlcing hours are 
strictly fixed." Toward the erid o/.her paper, she comes 
back to^that point by saying, among other things, that 
the doctors' work is "planned and the volume of which 
. . . strictly fixed." She also stresses: ,. , 

"There is no doubt that the extent to which 
women in our' country were brouglit intb the sys- 
tem of public health services may be attributed to 
the decisive factor of the utter r^eorganization of 
the health care sector on a totally, ne^ ground." ^ 
Toward the end, she also complements the concept of 



planned nature of the doctors work by irtiatii^ 
that it be the "replacement of the doctor's iiidivididt^ 
practice . . . % collective work performed by a jgroajpii 
of specialists ... (which has) brought the activities 
medical workers into the framework quite acceptable 
for women". \ 

I submit that these statements are relevant to an im-V 
derstanding of the nature of medical work today cmd : 
the involvement of women in it. What Dr. Piradova 
suggests is that it is precisely the reorganization of , 
health services that make$ it possible to involve womea ^ 
on a large scale. Thus, by impUcation, she contrasts ; 
the medical practice of the solo private practitioner as 
one that iJ not compatible with other roleis^Women aie ; 
called upon to perform. By contrast, the ideology Gli| 
the private practitioner of the type I described aboyie:| 
was that his profession was his total life (or almost)^•;^^ 
He was expected to be available at almost any 4Pb^ }1 
of day or ni^t, to be on the breach, so to speak, 24, 
hours a day ... seven days a weekv That he was, con^ ; 
stitutes an important justification for the prestige and;;: 
the psychic and financial rewards the doctbr was abler 
to gamer. Althougih by definition a private practitioneiff 
in fact he often was a public servant That under - 
" contemporary conditions, less and less physicians are 
willing to work under those conditions is quite clear. If i : 
I can read the signal| correcdy, in the Western world 
more and more, physicians ar^ beginning to practice - 
' in group settings, i.e. in settings that increasingly and 
for a variety of reasons will conform to the 'bureau? 
cratic model Outlined eariier. That physicians of both 
sexes increasingly seem to prefer a regulated practice !r 
"^with segmental time - responsibilities, with ^ fi^iriy 
^ predictable and steady income, and with denmte time 
off for family, study, recreation and vacation i^ con- 
sistent with trends in industrial societies. It ai^e^that 
there may be forces in the medical system in the United ' 
States that will lead to changes in, the direction of 
- a pattern already seen in- the USSR^^:^——- — - — 

And I would further argue that, fo the* degree to 
which it moves into that/*organized" direction, the 
greater will be its ability to draw women into it In 
other words, the more organized a medical system, the 
' less it conforms tcy-the solo private practice "unlimited** 
model, the more will it be able to provide •satisfactory 
employment to' women (and to men also) by making 
it possible for those in medicine to have a well-rounded 
Kfe outside of their occupational responsibilities. This 
incidentally seems to be borne out, for example, in 
studies conducted in France indicating that women- 
doctors tend to concentrate into salaried positions and 
into certain specialties where hours are regular and pre- 
dictable, rather than in community general practice. 

The involvement of women in medicine thus high- 
lights the problems, inherent in any society where there 
is a differentiation between "home" and "job", a situa- 
tion certainly not common in agriculturaPand fairly 
simple societies. The need to "commute" between the 
two settings in the industrial society, the removal of the 
porker or professional from his or her home surround- 



ingr has serious implications for "parenting" functions 
ana indeed, these implications, have traditionally tended 
to affect women much more than men because of the 
extension of child-bearing to child- ^t^ing functions. 

As someone once said "Isn't it marvelous that as 
soon as a child is bom, it finds a mother right here, on 
the spot, to take care of it". The question of the combi- 
nation of parenting and work is particularly critical in 
professions such as medicine. A woman physician who 
would take ten to fifteen years tp raise her children 
would find herself much 'more handicapped when re* 
turning to her occupation than someone in an unskilled 
of lo,w-skilled occupation. Hence, the Critical impor- 
tance of making it possible for professionals to be able 
to be parents and professionals at the same time. 

Although one might argue that "fathering" is just 
as important as mothering and that the child be taken 
care by others (thereby releasing the parents for work 
in the economy) the whole literature on the psycho- 
logical consequences of maternal deprivation indicates 
some important cautions of the degree to which early 
child-raising can be completely delegated to a group 
of professional people. (Incidentally, the parental func- 
tions mentioned here do not have to be performed 
by the biological parents). ^ - 

Th^ese are far from trivial questions: they have to 
do with the manner in which the health system, the 
family system, the socialization process and the total 
social system are interdigitated. I am interested in 
learning that Soviet sociologists are increasingly paying 
attention to these issues. Thus, we read that the follow- 
ing conclusions regarding professional women were 
drawn from a special symposium on the "Productive 
Work of Women and the Family" in Minsk (1969) : 

1. Women have fewer opportunities for the development 
of their personalities, for cultural and social activity, 
for increasing their specialization, or for devoting their 
time to innovation and invention "... 

2. Women cannot Tulfiirthwr"^!^^ 

their children and controlling their conduct to the 
degree' that they must, which leads to children being 
left virtually unattended to and lowers the general 
level of the family's educational endeavor. 

3. The physical and psychological fatiguQ of women 
creates a negative psychological atmosphere in the 
family, lowers the -general tone** of family life, causes 
conflicts and fights between the spouses, reduces the 
resistance of the family to other pressures, and is one 
of the major causes of divorce. 

4. . . . the contradiction between the vocational and 
family roles of the women constitutes one of the major 
factors influencing the lowering of birth rates, above 

^ all in the cities and the republics in which women's 
vocational activity is widespread. . . 

5. The above-mentioned contradictions are sometimes re> 
solved by women giving up their vo9ational pursuits. 
According to the USSR censusp, there are more than 
10 million women capable of work who do nothing 
else but take care of children and the household, a 
large part of whom have vocational training. Thus, 
there is no return to society on the resources which 
have been spent on the ^vocational training of these 
women ... 



I also think that practically every Soviet time budget 
study shows quite clearly that compared to men, women 
have much less leisure time because of their double or 
triple duties as members of the work force and 
housewives-mothers. This may also^account for the 
fact that women physicians in the Soviet Union work, 
on the average, work about 40 percent less time than 
their male counterparts.® Soviet women doctors tend 
to work a regular number of hours:<6.5, 5.5, or 5 per 
day as the case may be) and then stop working, 
whereas their male counterparts apparently work an 
additional half shift. (If this is the case, and if this 
applies to the two nations, then it stands to reason 
that the amount of medical acts produced by the two 
professions must take account of the different sex 
ratios, one with 70 percent women, the other with 
90 percent men). 

Finally, I would like to hear more about certain 
delicate problems, for example, the handling by women 
doctors of sexually sensitive areas. I am thinking, for 
example, of the American stereotypes of what a 
physician is entitled to do to female patients, and the 
problems inherent in the opposite. For example, a 
report of the Student Task Force of the Joint Commit- 
tee* on the Status of Women at Harvard Medical, Public 
Health and Dental Schools, entitled "Obstacles to 
Equal Education at Harvard Resulting from Sex Dis- 
crimination" ® mentions a common- complaint of 
women medical students in that they are not adequately 
taught how (o examine the male genitalia and inguinal 
region. And the report goes on to state: 

Although, male students may receive equally poor 
teaching they have an advantage — society defines 
the male doctor as the one who may examine. 
Should the situation of a female doctor examining 
a male patient^s genitalia be inherently more awk- 
ward than that of- a male doctor doing a pelvic? 

- — There-are ^indoubtedly-raany-other-issues-Uiat-should- 
be examined and discussed in a conference of this 
type. A half century of Soviet experiment both with 
socialized medicine and the utilization of women as 
doctors should not be ignored any longer. I grant there 
are many areas in which our two societies are quite 
dissimilar in the area of medicine and health. On the 
other hand, I believe that the similarities are fairly^ 
large, and»are likely to increase as the delivery otJicalth- 
care gets to be incre^ngly complex under the dual 
influence of increased demand for services and the 
increased availability of bio-medical knowledge and 
technology. These are factors that transcend ideology 
and politics, and in which a convergence jAenomenon 
can be sighted. Since the Soviet fonn of medical care 
delivery resembles, in my opinion, the general form 
toward which the health systems of industrial nations 
seem to be evolving, perhaps more can be 'learned by 
the Americans from the Soviets than the other way 
around. 

If a generalization can be made, the United States 
has distinguished itself in the post World War II period 
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by its achievements iii the generation of medic^ and 
health-related knowledge. The Soviet Union has dis- 
tinguished itself by its large scale experiment /in the 
delivery of such knowledge to its ^pulation. ^we can 
have something to learn from each other, both in les- 
sons of what to adapt, what to adopt, andywhat to 
avoid. The employment of women in the So\^et health 
system is thus one lesson lhat we ought to s^dy much 
more carefully than we have up to now. 
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Dr. Piradova has ^ven us an interesting and in- 
formative presentation on the public health care sys- 
iem in the USSR and the role women play in it. The 
system she jias described differs markedly in many 
ways from health care delivery in this country. My 
discussion will concentrate on the specific health care 
field with which I am most familiar, that of dentistry. 
Not being an authority on dentistry in Russia, my 
coipparisons between the profession in that country 
and in this country will necessarily be limited. 

Dentistry in the United States is a separate and 
-{distinct profession rather than a speci$ilty of medicine 

f as it is in Russia and many other countries. The first 
chartered dental college in thc^ world was^the Baltimore 
College of Dental Surgery, founded in 1840. It was 
followed by the Ohio College of Dental Surgery in 
1845 and the Pennsylvania'CoHege of Dental Surgery 
which opened in 18S6. At the present time, there are 
S8 dental schools in operation with a total enrollment 
of 20,146 students. Cunently, there are about 127,000 
licensed dentists in the country. In the 135 years since 
the establishment of the first dental college, American 
>-.dentisry:Jias-„became-^yjibnymous_with^xcellence_and_ 
quality the world over. 

Now, let us consider the American dentistv. Most 
of you are probably thinking of a man. This' really 
isn't too surprising since 98 percent of this country's 
dentists are men. There are many people who have 
never met a woman dentist, let alone been treated by 
one. And yet, why should this be — especially when 
women dentists have been around for a long time. 

The first recorded woman dentist in the United States 
was Lucy Hobbs Taylor. In 1859, after a ten-year 
career as a teacher, Lucy applied for admission to a 
medical school in Boston but was turned dbwn because 
she was a woman. One of the medical professors ad- 
vised her to take up dentistry as a career instead since 
it was much more suited to a woman. Taking his 
advice. Miss Hobbs sought an apprenticeship rather 
than admission to a (dental school. 

She applied to nearly all the dentists in Cincinnati, 
but all declined — many being afraid it woiild hurt their 
reputation if it became known they had taken a female 
apprentice. Finally, she was employed by a dentist 



who taught her both operative dentistry and basic 
science. Then in 1861, she applied to the Ohio College 
of Dental Surgery but was again refused because of her 
sex. So she did what most dentist of that day did — she 
opened an office without a license. After several years 
of practice in Iowa, the State dental^ society invited 
her to join its membership. At that time, the society 
passed a resolution whic|i read in part: 

Resolved, that the profession of dentistiy . . . has ^ 
nothing in its pursuits foreign to the instincts of 
women, and, on the other hand, presents in almost' 
every applicant for operations, a subject requiring 
a kind and benevolent consideration of the^ most 
refined and womanly nature. 

That was quite a statement for 1865! 

Lucy was finally accepted by the Ohio College of 
Dental Surgery, graduating in 1866. In 1867, she 
married James Taylor whom she taught dentistry^ They 
practiced together in Lawrence, Kansas, until his 
death in 1886. Lucy continued to practice another 
24 years, however, until she passed away, in 1910. 
JEhis^reniarkafel^ . wom^^^ 

nearly 50 years and had forged the way for other 
women to be accepted by dental schools.* 

There have been many other outstan(ting women 
dentists over the years despite the fact that there were 
very few women denists at all. 

The first textbook on pedodontics, entitled "Opera- 
tive Dentistry for Children," was authored by Dr. 
Evangeline Jordan. Dr. Jordan, an 1898 graduate of 
the University of California, Dental School, practiced 
in Los Angeles from 1899 to 1929. Along with 
another Los Angeles woman dentist. Dr. Minnie Proc- 
tor, Dr. Jordan has been called the "Mother of 
Pedodontics". 

Dr. Gillette Hayden of Ohio and Dr. Grace Rogers 
Spalding of Michigan were the co-founders of the- 
American Academy of Periodontology. It was their 
preliminary work that brought together the 18 charter 
members in 1914. Of these 18 charter members, seven 
were women! Dr. Spalding later served as President 
of the Academy and from 1930 to 1949 was the 
Editor of the Academy's Journal. 
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in 1917, seven young women studying dentistry at 
the University of California in San Francisco, decided 
to form a dental sorority for women since the men 
students had their fraternities. They called it Upsilon 
Alpha and within nine years there were eight chapters 
—in Chicago, Minneapolis, Los Angeles and elsewhere. 
Over the years, it has continued to grow in membier- 
-ship. 

Then in 1921, twelve women dentists decided to 
establish an association — an organization by which 
they could come together for friendship at the annual 
meetings of the American Dental Association, a time 
when they had felt lonely and out of place by them- 
selves. Thus, the Association of American Women 
Dentists came in to being during the A.D.A. meeting 
in Milwaukee. The first President was the distinguished 
34 pedodontist from California, Dr. Evangeline Jordan. 
The time was obviously ripe for such an organization^ — 
twq years later when it met in Cleveland, the 12 had 
grown to over 200 members. In 1924, Dr. Gillette 
Hayden served as President and. in 1927, Dr. Grace 
Spalding, held the offipe. Over the years, the Associa- 
tion of American Women Dentists has been active in 
promoting dentistry as a career for women. 

In 1929, the well loved and ■ distinguished Dr. 
Hayden died an untimely dedth due ta cancer. Dr. 
Hayden had been a prof essiontd. woman. of the.higjtiest 
order as well as a skillful clinician laind^ih^ 
She was the great-granddaughfer of Dr^^^^ 
den, the go-founder of the Baltiihqre College of Dental ; 
Surgery, but she left her own mark bn dental ^^^^^^^^^^ 
At their 1930 meeting, the Associatibh df American 
Women Dentists wished to honor the memory of this 
great member. Thus, it was that the Gillette Hayden 
Scholarship Loan Fund was started. Dependent on 
voluntary contributions, it grew slowly, particularly 
during the Depression years. But as soon as possible, 
the fund began making low interest loans to junior, 
.senior^, and graduate women dental studente^JToday _ 
the fund is known as the Gillette Hayden. Memorial 
Foundation and is receiving more and more requests 
for loans as the number of women dental students 
increases. 

Although the American College of Dentists had been 
in "existence for many years, it was not until 1950 that 
Dr. Ruth Martin became the first woman to be made 
a Fellow of the College. She was a 1923 graduate of 
Washington University in St. Louis and a charter 
member of the American Board of Pedodontics. 

And it was in the 1950's that Dr. Nancy Holmes, a 
periodontist from Dallas, became the first woman in / 
the U.S. and the second in the world to be made a 
Fellow of the International College of Dentists. 

Now that you've heard the accomplishments of some 
women dentists over the years, let's take a closer look 
at dentistry as a career choice for a woman. 

U.S. dentistry has always had a low representation 
of women, even compared to the professions of medi- 
cine, law, and pharmacy. Currently, just under 2 per- 
cent of our dentists are women. This a drop from 



the 1920 figure of 3 percent While the. percent of 
women « dentists has remained quite stable for the past 
ten yeajs, the percent of women physicians has risen 
from Sjpercent to around 10 percent. One wonders why 
this shotild be when medicine is as long and as difficult 
a course and doesn't offer women some of the gareer 
advantages that dentistry does. , / 

Dr. Piradova has told us that in the USSR, women 
comprise 70-80 percent of the stomatologists. Stoma- 
tology is the specialty of mc^ciy»'that covers the 
'field we know as dentistry. Is ROssia unique in haviiig 
such a predominant number of women dentists? The 
answer is no. In France, 25 percent of the dentists are 
women. South American countries average about SO 
percent women practitioners. In Norway, Poland and" 
Finland, 75-80 percent of the dentists are women. ^ 
Certainly the large percentages of women dentists in 
so many countries would seem to indicate that dentistry, 
is a field that is congenial to women. 

Next, let us examine the question, "What is there 
• about dentistry to attract a woman?" First, she can set * 
her own houre. Night calls and emergencies are usually^ 
infrequent. This allows her to conibine her pareer with 
marriage 4nd a family if she^wishes. In Itussia/ the 
doctors' hours are rigidly fixed, apparently - allowing 
little leeway in scheduling one's working time. The 
working Russian mother is prbvided with a network 
of free child care centers. TKe American mother with 
a dental practice has nursery schools available, at a 
cost, for her younger children iind is free to schedule 
her working hours to coincide with the school hours 
of her older children. Some women .dentists in this 
country employ full time housekeepers. and others have 
located' their offices in their homes. Their income as 
dentists doeV j^ve tflfcm the financial resources to pay 
for Uiese 'ex{>enses. ; . - " 

Secondly, it gives her prestige in her community. In 
addition, she can expect a" good ihcomb, and the odds 
today are that a wife and mother y^ll-spierid 25 years 
"or more worlSng outside of ffi^ 
paper did not indicate the prestige level of the pro- 
fession in Russia nop did she cover the salary ooincome 
potential. 

fourth attraction of dentistry is one common to 
both the U.S. and USSR— that is the feeljng of pro- 
viding a humanitarian service. * > 

And finally, dentistry offers a woman several choices 
of practice. She can choose private practice, either in 
general dentistry or a specialty; and 31 percent of 
women dentists do limit their practices ^o one of 
the eight specialties compared' to 10 percent of men 
dentists. By far, the largest percentage of all U.S. 
dentists, male or female, are in private practice. This 
may be in the form of a. solo practice, a pailnership, 
or a group practice of. three or more dentists. This is 
probably the most striking, basic difference between 
dentistry in the USSR and in this country. One of the 
reasons American dentists frequently give for having 
chosen dentistry as their career was their desire^ for 
independence, that is, being their own toss. A second 



choice is to workin a government' hospital, either with 
the Veterans Administration,' Publiq Health Service, or 
a branch of the military. This offers her certain ad- 
vantages not found in a private practice. Here she can 
cooperate with the physician in providing tot£d health 
care to the patient. >^ ; 

A hospital can also provide many facilities and serv- 
ices not found in a private office. However, very few 
women seem to chodse d^|^8fQrm',Qf /'pjractic^. A ^bird ; 
area open to a wi^ai^dei^dst is t|^ fielc) ot ()e^t§l^ 
research. This can te^J^e^in^.conjunction witlv eitfiler 
a dental school, t^^^^al, q£ commercial fim^JTlieire 
are the fields ^d^i^ ni^terials, oral canper,jjpenodon- 
tal disease^J^-fi^a^^ more covering ty0^ d6ntal 
specialty ^^l^'^^ choose to go jnto^entisil educa- 
tion: Heij^i^^ain either work with jthe dental j^tudents 
in the-^^sr(K>m or^on the clinic f}o6r. In addition, a 
dental school offers adriiinistrative positions. "^ 
i JSioy/ lci us consider for a moment the special quali- 
ti^ that womenNoffer to dentistry. Women's inherent 
^ntleness, patience, and sympathy are certainly attri- 
butejs, ideally suitdd to dentisttyt These are the same 
ijlflalities that make wonien sudh Excellent nurses. They 
;are also most useful in combating the fear and appre- 
hensioji with which many patients face a dental ap- 
•^TOintment. Most women have a natural aptitude for 
treating' children, and young children 'are usually much 
inore at ease with a new unfamiliar woman than a man. 
Patients seen! to appreciate the woman dentist's smaller 
hands., Othet attributes would include an artistic sense, ' 
attentibn to small details, and the ability to do fine, 
delicate work with her hands. 

I am often asked why more young women don't go 
iptp dentistry since it holds so many obvious advantages 
fo^;*dipm. One of the main reasons is that they never 
even think of it as a career choice. In this country, 
dentistry is thought of as a man's profession, just as 
in Russia it appears to be a woman's. Girls need to be- 
told about dentistry at the high school' or even junior 
high schpol level. Too many are in college before 
they consider it and would then need to take many 
additional courses to satisfy pre-dental requirements. 
Another reason is the idea that dentistry is too strenu- 
ous for a woman. With the equipment and techniques 
available to U.S. dentists today, no. unusual amounts of 
strength or stamina are required. Finances play a large 
part in the career decision as a dental education ist)ne 
of the most expensive. Many parents feel that they 
should put their sons firstrd^liat their education is 
more important than a daiJ^qtir's. Dr. Piradova has 
mentioned the tuition-fr^^i&^^atioh available in the 
USSR as one of the factoraflV solving her country's 
medical personnel prbbleni.^t would also have^ re- 
moved this barrier to women entering the profession. 

A fourth reason for not choosing dentistry as a 
career is the opposition and discouragement many 
young women receive from parents, friends, or teach- 
ers. Another factor is that a dental education is a 
relatively long and difficuh one. The majority of the 
students graduating from dental schools today have had 
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seven to eigiht years of college. Specialty training, if 
desired,' will take another two to three years. I believe 
that in Russia it takes five years of college to obtain 
a Bachelor of Medicine degree in stomatology. The ma- 
jority of the stomatologists hold this degree while a 
smaller percent eventually earn the advanced Doctor of 
•Medical Science degree. The U.S. dentist graduates 
with the full Doctor df Dental Surgery (D.D.S.) or * 
Doctor of Dental 'Medicine (D.D.M.) degree. Never- 
theless, our dental profession has always encouraged 
its members to continue their education. In fact, the 
American Dental Assodation Principles of Ethics states 
that "Every dentist has the obligatiOT erf keeping his r 
knowledge and skill ^^^S^^^j^S^^ ^ profes- 
sional life." In recent ^Iw^om^^States have formal- 
. ized this by setting stjsj^^j^iumbi^r of hours of con- 
tinuing education As a requirement for relicensure. 3S 

And finally, there is the dichotomy about marriage. 
Women are often told, that if they choose a masculine 
profession like dentistry, they probably won't find^ a 
husband. On the other hand, women have been tum6d 
down ]^ dental schools on the basis that they will 
probably marry after graduation and never practice, 
thus taking the place of a man in school who would 
have practiced for many years. So, you're damned if 
you do and damned if you don't! Actually, both 
statements are fallacies. The marriage rate for women 
dentists is aboiit the same as for all college educated 
women. 85 to 90 percent of all women dentists under 
the age of 65, married or singje, are in active practice 
even after children are bom. In fact, rm constantly 
aniazed at the number of women dentists in their 70's, . 
80's, and even 90's who are still practicing. During 
the years I spent as an officer Association of 

American Women Dentists, I had an opportunity to 
lAeet and/ or correspond with many women dentists 
throughout the country. 

There's 94 year old Dr. Mable Dixon in Nebraska 
who finally retired seven years ago after 63 years of 
active practice. She was honored by her State dental 
association as its longest practicing member when she 
retired. . 

In North Carolina, there is the amazing Dr. Daisy 
McGuire, matriarch of a dental dynasty. She has three 
daughters, all of whom are dentists as well as a ^ister, 
niece, husband, and two sons-in-law! The daughter 
of a dentist. Dr. McGuire began her dental career with 
a year's apprenticeship in 1899. For the next six years, 
she traveled through North Carolina by horse and 
buggy and on horseback, practicing dentistry. In 1905, 
she enrolled in dental school. Since graduating in 1.908, 
she has practiced in the same office foi* 67 years! At 
the age of 95,c she is her State's oldest practicing den- 
tist. Three years ago, she wrote to me saying she was 
still making dentures and hoped to continue doing so 
for a few more years. How many dentists can match 
her record? 

Then there was the rather frail looking, 78-year-old 
woman dentist I met at the 1967 A.D.A. nieeting , 
here in Washington, D.C. She told us that when she 



had reached the age of 73, she Jiad finally hired a 
dental assistant She starts practicyig at 7:30 a.m. and 
quits about ^^00 p.m. By the^fune she was 70, she 
lound she was getting tired about 4:30 in the after- 
noon. She had found the assistant, who comes in at 
8:30 a.iii. and leaves at 5:30 p.m., to be a big help! 

I could gp^ on with many more such exai^ples, but 
I think I've made my point that women dentists 
don't waste their education. 

I think perhaps it's not so surprising that there are 
try few women dentists but, rather, there are any 
at all with the number of handicaps that have existed. 
The majority of women who have entered dentistry 
have done so despite numerous discouragements. 

The- next question to be considered is "How can we 
attract qjualified women to dentistry?" First, we must 
36 make hi^ school and college counselo^ more aware 
of dentistry as a profession for women. Few g^rls ever 
have dentistry su^ested to them as a possible future 
career choice. The earlier in their education they be^ 
thinking about dentistry, the easier it is for thehi to 
prepare for it by taking the necessary courses. In re- 
cent years, several dental schools across the country 
have begun active campaigns to recruit more women 
students to their schools. 

One of the recruitment efforts with which I am most 
famOiar is UCLA's program, initiated by Dr. Frida 
Xhonga. In her native Latvia, many of the dentists 
were women and she was surprised by the difference 
here. Dr. Xhonga has held luncheons at UCLA Dental 
School for 15 to 20 high school counselors at^a time. 
After some informal conversation and lunch, she shows 
them her slide series on the life of a woman dental 
student. Theil the Dean of Admissions explains en- 
trance requirements and dental school curriculum. This 
is followed by a question and answer period and a tour 
of the dental school. 

I participated in one of these luncheons and saw first 
hand what a remarkable change occurred in the coun- 
selors' attitudes during the program. Most of them ad- 
mitted that they had^sjiever suggested dentistry as a 
career to a girl student^After hearing the^ facts, *most 
of the counselors were openl%enthused about the po- 
tential dentistry holds for womeiKpxese programs seem 
%o be having very positive resaliS'^ it UCLA. In 1971, 
they accepted seven women iri/meir freshman class of 
about 100; in 1972, they accepted 1.7 women; and in 
1973, they took a record 33! In past years, very few 
women have been accepted by dental schools but then 
again, not very many even applied for admission. In ' 
1973, UCLA had over 100 women applicants. I'm 
sure that the ispetus at many schools for recfliiting 
• more women stroents can be attributed, in pai^to the 
federally funded minority programs. ^ 

Secondly, the dental profession at all levels should ' 
help educate the public and parents to the fact that 
dentistry needs women. This could help remove the 
resistance some young women encounter from their 
parents and friends when they consider dentistry as a 
vocation. 
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Some years ago, I was stressing a third area of 
need. This wasi^ j|jhe need to have career guidance 
materials available on dentistry as a careej;4«5women. 
Then, in 1968, the, Associatiqn of American \^omen 
Dentists, in cooperation with the A.D.A., published a 
career brochure that is ge»ed toward the advantages 
that denistry offers to women in particular. These' 
pamphlets have been distributed as widely as possible 
throughout the United Stajtes. In 1974, the pamphlet 
was revised and updated. It is available upon 'request 
from the A.DA. I feel that this brochure focused the 
attention of many women on dentistry as a career 
choice — women who would nev^ have thought of den- 
tistry otherwise. In 1973, a color film entitled "Wheie 
I Want To Be— The Stoiy of a Woman Dentist" was 
completed by HEW's Division of Dental Health in San 
Francisco. This 28 minute movie makes an e^celleiit 
' adjunct ot any talk on dentistry as a career for women. 
For the past few years, the A.DA; has devoted one' 
page in its career guidance pamphlet to women ah^ 
dentistry. 

Finally, women dentists should talk to groups of hig|i 
school and college girls, pointing out, from first hand 
experience the advantages of a dental career and 
emphal^izing that the profession and homeniaking are 
compatible.^ i 

These various recruitment programs are definitely 
showing results.' For years, the percentage of women . 
dental students in this country remained at 0.75 per- 
cent. But in 1971, the percent of wom^n students 
doubled; in 1972, it doubled agkin to 3.4 percentrand - 
in 1973, the A.DA. reported a 53 percent increase 
in women enrolje^i in dental schools. The 1974-75-1 
report is even more encoura^ng. There are currently 
1,361 women enrolled in dental schools or 6.8 percent 
of all the students. As these women graduate, .we 
should see a corresponding increase in the percentage 
of U.S. women dentists. 

How are women dentists accepted by their male 
colleagues? I would say that by large, they have been 
well accepted. Naturally,~there are some men who are 
very opposed to women entering their field and others 
who are all for it. The remainder don't^seein to ex- 
press feelings either way. Of course, there have been 
so few of us in the past that perhaps the men didn't 
feel too threatened! At a time when there is a great 
deaUof talk about unequal pay {or a woman doing the 
same job as a man, , it is interesting to note that a 
woman in a private dental practice will not ^encounter 
^his problem. She is free to set her own fees^^pc}. build 
her own .practice. Do women dentists havb tcbj^ble 
establishing a busy prftctice? There is evidence ' jto 
the contrary — most women who have been practicing 
for several years indicate tha^they have a satisfactory 
practice. While there will probably always be a segment 
of the public who would not choose to go to a woman 
dentist, there seems to be a growing number who are 
specifically looking for one. Of course, in today's^ 
economy, recent graduates, male or female, are find- 
ing it difiicult to establish themselves. 
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up until recently, wdfcipn: gi;aduating from dental 
'school sometimes found it nluch more diflScult to 
secure a loan to open their office than did their male 
classmates. Bank policies have undergone changes, 
however, due to recent legislation which have elimi- 
nated this problem. The picture is a little different for 
women dentists involved in full time teaching in a 
dental school. Many seem to find that pro^otipns 
and salaries do not increase equally with those of 
their male colleagues. There are very few women who 
are full professors. While there are a few women as- 
sistant or associate deans, no U.S. dentalschool is, or 
has been, headed by a woman. I understand, however, 
that this station exists throughout the academic 
community and is not uniqufe to dental education. 

Before concluding this discussion, there is one more 
factor to ,*be considered. Can the undetrepresentation 
of women in U.S. dentistry be corrected by the appli- 
catipn of any of the measures used in the USSR? Dr. 
Piradova has stated that the decisive factor in bringing 
women into the health field in Russia was the total 
reorganizaion of medical care into a single state health 
system. As a corollary, medical care was shifted from 
individual offices to a network of out-hospital health 
caife; establishments. In addition, the volume of work, 
the rights, workipg hours, responsibilities, and wages 
of the medical workers were strictly fixed. 

In the past five years, the number of women en- 



i rolled in' American jdental schools has increased 900 
percent. It is apparent tfiat great strides have already 
been made in correcting the underrepreseritatipn of 
women in .this profession. The small percentage of 
women dentists in this country has never been due 
"to the profession^ of dentistry being unattractive to 
women. Instead, it can be^ attributed tp the factors I 
discussed, earlier, r ' ' ^ 

Therefore, in order to attract more women to den- 
tistry, it is necessary to remove those factors by 
presenting the .true facts about a dental career rather 
than by changing the method of derttal practice in the 
country. It is .really the private enterprise system of 
American; dentistry that makes the profession so at- 
tractive to women. In a private practice, there are no 
fixed hours, you are your own boss, the income is 
good, and the type and place of practice^ is up to you. 
One can't help wondering whether the total reorganiza- 
tion of medjcaFcare in the USSR was as decisive in 
bringing womenvinto the field as it was in driving men 
out of it. It is not uncommon for women to fill the 
void created when an occupation is no longer attractive 
*to(the men who used to Gil it, 

^n conclusion the efforts that have finally culmi- 
nated in the magked rise of women enrolled iu U.S. 
dental schools in we past five years must be contintied 
and, if possible, expanded. We've only just begun to 
draw upon this nearly uptapped resource! , 
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In all societies there has always existed so^e kind of 
division of labour between sexes. There are very few 
occupations in which men and women are as evenly 
jepresented as they are in the total population. All over 
the world there are some general features in this divi- 
sion of tasks. Occupations which demand taking care 
of other people, like nursing and social work, are 
feminine in most societies. Professions giving high ma- 
terial rewaVds and social status are usually masculine. 
But the division of labour between the sexes is not 
universal: It varies in different times and societies. 

The high status health professions like, those of 
physician and dentist are interesting examples of this 
variation. Emphasis on the nurturing aspects of these 
professions, combined with an official ideology favour- 
ing equality of the sexes, has made them feminine in 



the socialist countries » The high social status attached 
to the healing power of these otpfessions has kept 
them as predominantly masculine occupations in many 
capitalist countries like the United States of America. 

The Scandinavian countries are in an intermediate 
position. But even among them there is considerable 
variation which is linked to differences in the status of 
men and women in these societies, and probably not 
so much to differences in the medical systems which 
are fairly similar. 

In this paper, sex roles among physicians and den- 
tists are studied in four Scandinavian countries: Den- 
mark, Finland, Norway aSm Sweden. Data on sex 
roles' in medical education and in the type of economi- 
cal activity, work load, and economical rewards of 
physicians and dentists will be presented as much as 



Table 1: iNomber and Proportion oi Women Among Physicians in Scandinavia* by Country: 1945-1975 



Year 



Norway 



Sweden 



Denmark 



Private 
Practice 



Hospitals 



Finland * 



Number of women 



1945 
1950 
1955 
1960 
1965 
1970 
1972-75 ' 



211 
340 

426 

643 
824 



442 
642 
993 
1,304 
1,887 
2,429 



240 
285 



1,032* 
1,345* 
2,258* 



293 
485 



234 
427 
524 
641 
886 
1,339 
1,801 



Percent 



1945 
1950 
1955 
1960 
1965 
1970 
1972-75 ' 



8.0 

Vo.6 

12.6 
13.0 



9.0 
11.0 
14.0 
110 
17.0 
19.0 



10.0 

Vi".6 



• 16.0* 
iii; 18.0* 
"4 25.0* 



15.0 
18.6 



15.0 
21.0 
22.0 
22.0 
24.0 
27.0 
28.0 



* Private practice and hospitals combined 

* Norway 1973, Sweden 1972, Denmaji: 1975, Finland 1972 
Source: Official Statistics (See Bibliography) 
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possible. At the end of the paper, descriptions of these 
medical professions will be tied to other data on sex 
roles in Scandinavia in order to iind some explanation 
for the variation between- the countries. 

Sex role differentiation in medicine and dentistry 
is measured by calculating the proportion of women 
instead of men: this is due to the under representation 
'%[ women in these high status occupations. 

Trends in the Proportion of Women Among 
Physicians and Dentists 

In all Scandinavian countries, the proportion of 
women in medicine has been increasing since 1945 
(Figure I and Table 1), The growth rate has been 
slowest in Norway, which has remained "behind" Den- 
mark and Sweden, though in 1950 all three were at 
the same level. Finland has always been far "ahead" of 
the othpr Scandinavian countries. In 1970, the per- 
centage of women among physicians was 27 in Fin- 
land, 18 in Denmark, 17 in Sweden, and 12 in Norway. 

Figure 1: Proportion of women among Physicians in- 
Pg|.. Scandinavia, by country: 1945-75 

cent 

30r - 




1975 



The proportion of women among ^dentists is hjgher , 
than among physicians in all the Scandinavian cotin- 
*tries: in 1970 it was .72^ percent in Finland, almost 40 
in Denmark and about 30 in Sweden and'Norway. J^^o 
upward trend in the proportion of women can be seen 
since the Second World War. (Fi^re 2 and Table 2) 

The predominantly feminine character of dentistry 
in Finland is an exception to the dominance of men 
in these high status health professions. In ^^^9, den- 



Figure 2: Proportion of women among dentists in 
Scandinavia, by country: 1945-1975 
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tistry was already 73 percent female. Unfortunately, 
I am not able to explain how and why dentistry so 
early became socially defined as a feminine profession. 
It still has a high status and also a high income level; 
characteristics not common in feminin^ occupations. 
In the professional association of FiiMiish dentists how- 
ever, men dominate. Only one to three women have 
since the war been members of the board*which has 
eight to eleven members and one to five women have 
participated in the work of the council of- nine to- 
twenty-four delegates. The professional aissociation 
has been able to keep the dental fees high, perhaps 
because of its male domination. Howeven from the, 
point of view of democratic and proportional represen- 
tation of members in the decisionmaking bodies of the 
association, the situation is unfair. In the Finnish Medi- 
cal Association men also dominate but it is more 
understandable because only a quarter of medical 
doctors are women, compared with three-quarters in 
dentistry. 

The proportion of women in the medical profession 
will probably continue to increase in the future. The 
percentage of womeiH among medical students in the 
four Scandinavian countries is higher than among all 
physicians (Table 3), In Denmark and Sweden the 
proportion of female dentists also will be increasing. 
But that \yill not be the case in Norway and Finland 
where the percentage of women among students of 
odontology is lower than in the whole profession. 

Compared with academic fields on the average, the 
proportipn of females in medicine is quite low. (Table 
3) Ijj Norj^ay and Sweden the sex division among stu- 
dents of odontology is similar to that among* all uni- 
versity students. In Denmark and Finland there are 
more women students in the departments of odontology 
than in the whole university. 

Tfe high status of : the medical faculty can be seen 
in the large proportion*of medical students with the 
highest degree, laudatur, in the Finnish matriculation 
examination. (Figure 3, Table 4) Since 1959, female 
students at the University of Helsinki have in general 
passed their matriculation examination with better 
grades than male students. This applied especially to 
the medical students between 1958 'and 1971. Since 
1945, in order to enter into the medical faculty, special 
points could be earned by military Service. They were 
available only for men. Women Had to have better 
school grades to get entrance to the faculty. In addition 
to school grades ^nd ''military points," a special en- 
trance examination was used when selecting new stu- 
dents. The present selection' system is based on school 
grades, with an emphasis on natural sciences, and en- 
trance examination only. Its effect can be seen in the 
almost equal school grades* of new male and female . 
- medical students since" 1972,' when the military points 
had been abandoned.' This change in the selectipn 
procedure has also drastically increased' the propor- . 
tion of women among the new medical students in 
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Table 2:. Number and Proportion of Women Among Dentists in Scandinavia, by Couiitry: 1945-74 



Year 



Norway 



Sweden 



Denmark^ 



Independeat 



Number of women 



Employees 



Finland- 



1945 
1950 
1954 
1960 
1965 
1970 
1974 



310* 
388' 
« • . • ■ ■■ 
751 



975 
1,426 
1,723 
1,971 



375 
'376 



l,054t 
1,264*- 
1,517^ 



555 



» 805 
1,014 

.4,1761 

• MU- 
1,658 
1,984 
2,274 



Percent 



1945 

1950 

1954 

I960- 

1965 

1970 

1974 



21.0" 
23.0* 

V0.6 



25.0 
26.0 
^ 27.0 
27.0 



29.0 
'25.6 



37.0* 
38.0* 
41.0* 



67.0 
62.6 



75.0 
77.0 
77.0 
77.0 
74.0 
72.0 
70.0 



^Independent and employees combined 
* 1946 
' 1949 

Source: Official S.tatlstics (see Bibliography) 



Table 3: Number and Percent of Women Among Students of Medicine, Odontology and All Students in Scan- 
dinavia, by Country: 1966-73 







Students of me4it'in^ 


Students of odontology 


All students 


County 


Year 


Number 


Percent 


Number 


^Percent 


Number 


Percent 


Norway 


















1966 


165 


16.0 


116 


26.0 


5,04o 


24.0 




1967 


• 207 


18.0 


127 


25.0 - 


5,342 


24.0 




1968 


219 


18.0 


, 125 


23.0 


6,029 


25.0 




1969 


261 


18.0 


146 


24.0 


9,420 


27.0 




1970 


276 


17.0 


165 


24.0 


8,446 


28.0 




1971 * 


. 324 


18.0 


170 


25.0 


9,858 \ 


30.0 


Sweden 






14.0 










1966 


1,212 


474 


37.0 


27,935 


37.0 




1967 


1,351 


, 25.0 


541 


38.0 


34,010 


38.0 




1968 


1,644 . 


26.0 


607 


39.0 


38,190 


38.0 




1969 


1,709 


26.0 


659 


39.0 , 


48,320 


38.0 




1970 


2,007 


27.0 


663 


37,0 


45,790 


38.0 




1971 


2,056 


27.0 


675 


36.0 


43,105 


37.0 




1972 


2,231 


24.0 


647 • 


35.0 


42,180 


37.0 




1973 


2,110 


29.0 


697 


37.0 


40,953 


38.0 


Denmark 














1966 


1,431 


25.0 


' 515 


43.0 


17,825 


36.0 




1967 


1,577 


25.0 


582 


46.0 


19,141 


36.0 




1968 


1,569 


24.0 


597 


^ 47.0 " 


20,953 


36.0 




1969 . 


1,611 . 


.24.0 


620 


.48.0 


24,993 


36.0 




1970 


1,785 


26.0 


611 


'49.0 


24,402 


34.0 




1971 


1.936 


27.0 ^ 


605 ' 


49.0 


26,753 


.36.0 


Finland 












1967 (Spring) 


631 


31.0 • 


*408 


64.0 


22,001 


49.0 




1968 (Spring 


698 


32.0 


404. 


62.0 








1968 (Autumn) 


635 


30.0 


403 


61.0 


25,855 


48.6 




1969 (Autumn) 


660 


30.0 


412 t 


60.0 " 


27,504 


48.0 




1970 ^Autumn) 


691 


31.0 *^ 


411 


58.0 


28,176 


48.0 



Sources: Official Statistics of Norway, Universities and Equivalent 
' Institutions, Educational Statistics. 

' Statistical Abstracts of Sweden. 

Statistical Yearbook of Denmark and Statistical Yearbook of UNESCO. 
Official Statistics of Finland XXXVII, Higher Education. 
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Helsinki:- in 1971-72 it was 22 percent*; in 1972-73 it 
was already 49 percent, and in 1973-74 more than 
half (51 percent). Before the refbrm, the very low 

• proportion of new women students at the faculty of 
mm^cine in Helsinki (the largest in Finland) would 
have decreased women's proportioh in the medical 
profession in Finland. The percentage 9f women in the 
medical faculty; of the University of Helsinki had been 
slowly declining since 1957 as one can see from Table 

"5. JFwas reallyntime to abolish the discriminatory 
mihtary points. 

. Elgmre 3: Proportion of students with highest degrees 
(Iaudatur)Mn matriculation exam at IFniversity x>l 
Helsinki, Finland, by sex and faculty: 19i§-1974 

lOOr 




1948 1952' 1956. 



1960 -1964 
Year ' 



1968 1972 1974. 



Figure 4: Proportion of mate & femafe Norwegian 
Per- Pliysici^ns economically active, by age: 1972 . 




80- 



It is interesting to examine the effects of the selec- 
tion system from the sex roles point of view in the 
other Scandinavian countries, too. In Denmark, "accord- 
ing to Danish law the university is open to everybody 
who has passed the final examination of the "gym^ 
nasium*', and the student is free to choose what faculty 
he wants to enter. Consequently, there is no possibility 
for selecting students or limiting the number of students 
who want to enter medical school. . . . Many •students 
leave medical school within the first year or two, even 



* In the two other medical schools in Turku and Oulu the 
proportion of women students was higher — they did not give 
''military points" to the male applicants. 
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before appei^ng for any formal examination. Some 
fail to pass an eaHy examination in chemistry, or latw" 
a rather strict examination ^n anatomy, physiology .and 
bio-chehiistry. Only 65 percent of *the male students" 
and 40 percentiof the female students complete the 
pre-clinical years of the curriculum. After this selection, 
very few fail to go-through the clinical years of the 
curriculum and the final examination." ^ In this'"self- 
selection" process women seem k> drop out of the 
medical scliool to a greater extent tjfian men. 

In Sweden, medical students are selected on the " 
basis of their secondary school achievements only. En- . 
trance is limited to those who have taken many courses . 
in natural sciences and mathematics at the secondary 
school and have achieved fairly good grades. At school, 
boys have concentrated on these fields'more than girls. 
This may be one reason for the low proportion of 
women at medical school. 

Sex Difference in Further Education ' 

Positions of higher status in society are usually oc- 
cupied by men. This rule applies to the .low percentage 
of women among medical doctors who have published 
a doctoral dissertation. From 1945-46 to 1972-73,- the 
proportion of women among new medical doctors in 
Finland has varied between 0 and 29 percent. (Table 

6) It was "hi^er in 1948^54 than in the late"l950's 
and in the early 1960's. At the end of Jhe 1960's.the 
proportion of women's doctoral dissertations began 
to increase again. The last available data^om 1972 ' 
•show that 20, percent of the new medical doctors'in 
Finland are women. This percentage is quite high when 
one compares it with that in the other faculties. Accord- 
ing to a survey by Aino Tuohinto (1966) only in the 
hufmanities are there more women presenting doctoral 
dissertations than in medicine.^ 

Another step upward on the professional ladder is 
specialization. In Finland, women specialize almost as 
much' as men. While 28 percent of all physicians in 
1974 were women, 25 percent of the specialists were. 
In Norway, in 1972 the corresponding percentages 
were, thirteen and nine; the difference was somewhat 
larger than in Finland. The special fields selected by -J 
women physicians are to a large extent, traditionally - 
feminine. In Finland in 1973, as many as 22 percent . 
of the female but only five percent of the mal6 specijilr 
ists had chosen pediatrics or child psychiatry as thfciiP* 
special field. The proportions of women in^^^$)ifitia- , 
tology, veneral diseases, pulmonary diseases,J^bercu- 
losis, and in opthalmology were quite high too- (Table 

7) Males were heavily "overrepresented" in surgery, 
ear, nose and throat disease, and internal medicine. The 
high proportion of women in child psychiatry in Fin- 
land, according to an American psychiatrist, led to a 
situation where the whole field of child mental health 
care has a very low status and Income level. . 

Sex Differences in Economical Activity and Type of 
Work 

The economical activity rates of both male and 
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Table 4: Number and. Propdrtf on of Men and Women Students with the Highest Degree (Iaudatur) |B the Miatric- 
ulation Examination Among the New. Male and Female Students at the Faculty ol Medlcme and Other 
Faculties at the University of Helsinki, Ffadand: 1948-1974 



Faculty of Medicine 



Other faculties 



Men 



Women 



Men 



Women 



Year 



J^umber Percent 



Kumber 



Percent 



Number 



Percent 



Number 



Percent 



194S-49 

1949- 50' 

1950- 51 

1951- 52 

1952- 53 
W53-54 

^ 1954-55 

1955- .56 

1956- 57 

1957- 58 
l||«-59. 
W9-60 

1960- 61 

1961- 62, 

1962- 63 
-1863-64 

1964- 65 

1965- 66 

1966- 67 

1967- 68 

1968- 69 

1969- 70 

1970- 71 

1971- 72 

1972- 73 

1973- 74 



22 
28 

39 
37 
29 
40 
25* 

26 
.24 
.35 
40 
41 

47 
49 
56 
• 50 
74 

91 
76 
83 
82 
101 

90 
91 
87 

73i 



33.0 
33.0 

43.0 
45.0 
32.0 
38.0 
36.0 

37.0 
38.0 
46.0 
56.0 
49.0 

50.0 
45.0 
57.0 
47.0 

59:o 

64.0 
67.0 
67.0 
64.0 
78.0 

;71.6 

'79.0 
76.0 
73:0 



41.0 
40.0 

38.0 
52.0 
41.0 
46.0 
54.0 

47.0 
55.0 
54.0 
81.0 
71.0 

70.0 
71.0 
69.0 
74.0 
84.0 

88.0 
92.0 
97.0 
86.0 
97.0 

. 82.0^ 
80.0 
77.0' 

.77.0 



\ 



88 
75 

93 
112 

91 
128 
136 



134 
149 
173 
165 
150 

150 
226 
265 
325 
.398 

485 - 

450 

432 

449 

463 

^4 

340 ^• 
^39 



10.0 
11.0 

12.0 
15.0 
12.0 
17.0 
1^.0 

15.0 
17.0 
20.0 
15.0 
14.0 

12.0 
17.0 
21.0 
23.0 
23;0 : 
■ ■ 
26.0 y 
25^*- 
24.0 J 
26.0 ^ 
30.0 . 

2a.ol 
26.0^ : 

244 
2SC0. 



73 . 
118 

126 
122 

i: 

204 

247 
242 
256 
231 
250 

299 
365 ^ 
464 
575 
, 622 

, 767^ 
726' . 
672 

• no 

726 



5«9 
511 

627 



10.0 
15,0 

14.0 
12.0 
13.0 
18.0 
18,0 

18.0 
19.0 ^ 
18.0 V 
15,0 
19.0 

19,0 ' 
20.0 
26.0 
. 27;0 
30.0 

^33.0 
' 29.0 

29.a. 

\34.0 
i4llO 

1 

43.0 u 
38,0 
36.0 • . 
440 



Source: Helsingin ylibirfstQh Iuettelo 4974-75. ^ • 

female physicfan^.and dentists arfe*^very high in vS^^di^^^^^^ 
navia.- (Table 9) fiuFin(and,^thefe js^no seji difference 
among ohysicians; more than 90. percent of bothymeil ' 
and women ar? ^conoipically active.* ln|^^5i[w^ 



Table 



5: WbmeL in the^ f^colty^ <if Medicine at flie 
v/^ Univehity of ifTqlsli|ldV 1947-1974 ' 




tV ratei^or^V/ontea is!>tapparent 

in all ^e grbups'^iri ^Nor^'^^ 5, tab||^10). -* 

. Among delists* a diffttericp ih cconorhical 
'tivity can;.be^s^e^^«veILhl Fidand.*Ten_^t^^ 
v(fOmer\'but only f<^li^ percent of tA}^ ifen ^rT'iiOf 
economically iactiVef " . ' 4 

Sex' diffjerenees' in Economic activity aries^fci^ Jfiarger 
in a cCuntry. which ftas only few women •jfi*^ nSiiSjicin6 
and derifi^^tiy^thah in a^cotinljry. which hgs^m 
in. these profbssions? Swt joles 'are more tir-aditional itj- 
dentistry.; than meflicin^;: in Finlarid fnore wonjpn 
^dentists than women^^h\ti^^ st^ outside the labo^ir. 
fbi[;c^. Dentistry is^ a tftotp femin^ field lj«m ijiedicine.^ 
Sex rj^le traditions fii a countiy'and in *a^pfcfession 
r^seejn, % a certdin extent, to' cfctermin^^Xhe . economic' 
'•"afctivitjr, rates of female professioj^lj^. ^ ' • i.":^- 

." It is pot^^asy to^et^a c^ear picture.pf the proportion 
^6f mej\. ftnd -wbfnert Jn the diffeftnt 
tk)riS^brine^car work. The ^ d in Table 

^I I afe s^jrttdred and not j^Bas^^y conipara^^^ 




Table 6: Nmhtier and Proportion of Women Among 
Persdns Presenting Doctoral Dissertations in 
M^cine in Finland 1938-73 



Year 

•J 




No. 


Year 


t^tcent 


No. 




12.0 


z 








:l?45-46 


■ 




1960-61 


7.0 


3 


1946-47 







1961-62 


9.0 


3 


1947-48 


9.0 


2 


1962-63 


11.0 


3 


-1948-49 


20.0 


5 


- 1963-64 


10.0 


3. 


.1949-50 


3.0 


1 


1964-65 


2.0 


1 


1950-51 


13.0 


3 


1965-66 


10.0 


6 


1951-52 


13.0 


2 


1966-67 


2.0 


1 


1952-53 


17.0 


4 


1967-68 


6.0 


4 


1953-54 


11.0 


3 


1968-69 


14.0 


7 


1954-55 


29.0 


7 


1969-70 


15.0 


10 


1955-56 


6.0 


2 


1970-71 


- 13.0 


7 


1956-57 


9.0 


3 


1971-72 


10.0 


8 


1957-58 


3.0 


1 


1972-73'^ 


20.0 


17 


1958-59 


3.0 


1 








1959-60 


4.0 


1 


* 







Sources:' Official Statistics of Finland XXXVn:l, Higher 
Education and Statistical Yearbook of Hnland. 



Table 7: Numbef and Proportion off Women Ainong 
Specialized Pliysicians in Finland in 1973, 
by Field of Specialization 



Field of Specialization 


Percent 


Number 


Total 


23.9 


659 


Surgery 


2.3 


10 


Internal diseases 


13.9 


56 


Obstetrics and gynecology 


19.1 


44 


Radiology 


21.0 


46 


Ear, nose, throat diseases 
Pediatrics 


11.6 


13 


53.4 


109 


Neurology, psychiatry 


25.6 


^ 66 


Pulmonary diseases, tuberculosis 


40.0 


• 58 


Opthalmology 


42.0 


63 


Anesthesiology 


36.7 


44 


Dermatology and venereal diseases 


57.4 


- 35 


Child psychiatry 


89.5 


34 / 


Public health and work medicine 


25.0 


42 / 


Other fields 


17.8 


39 



Source: Unpublished statistics collected by Finnish Medical 
^Association. 



Table 8: Fields of Specialization of Male and Female'' 
Physicians in Finland in 1973 





Percent 


Field of Specialization 


Women 


Men 


Total number of physicians 


659 


2100 


•Surgery 


1.5 


20.1 


Internal diseases 


8.5 


16.6 


Obstetrics and gynecology 


6.7 ^ 


8.9 


Radiology ^ 


7.0 


8.2 


Ear, nose, throat diseases 


2.0 


4.7 


P^ttia^cs 


16.5 


4.5 


Neuro^pr, psychiatry 
Pulmonary diseases, tuberculosis 


10.0 


9.2 


8.8 


4.1 


Ophthalmology 


9.6 


4.1 


Anesthesiology 


6.7 


3.6 


Dermatology and venereal diseases 


5.3 


1.2 


Child psychiatry 


5.2 


0.2 


Public health and work medicine 


6.4 


6.0 


Others 


5.9 


8.6 



The percentage total is more than IQO since s^me physicians 
specialize in more than one field. 



The earliest data from Norway are from 1946, 
They show that women mfedlcal doctors have avoided 
the jobs of district physicians in the countryside, butS; 
to a fairly large extent have chosen rural institutional 
positions. There is practically no difference in the pro- 
portion of women among private practitioners and em- * 
ployed medical officers, except the above. This lack 
of difference in the percentage of women among physi- 
cians working outside .and .inside^ institutions can be_ 
seen also in nhe Norwegian statistics'^ from the year 
1972. .There are only two noticable perceptions from 
the average in the proportion of woin^ the proportion 
of women participating in medical research and teacK- 
ing is low, and their economic inactivity rate is high. 

In Sweden the percentages of women are' very low 
among medical officers in both rural and urban areas. 
There are only a few women at somatic hospitals, foo, 
but quite a large number at mental hospitals. In private 
practice, i.e., "other physicians," the proportion of 
women is higher than in the total medical profession. 

Also in Finland there are more women among pri- 
vate practitioners than among institutionally afSliated 
physicians. As in Sweden and Norway, the posts of 
medical officers, teachers and researchers are heavily 
dominated by men. Public clinics and schools hire more 
women physicians to take care of their clients, stu- 
dents, or workers, than do private enterprises. 

The proportion of private practitioners of the eco- 
nomically active physicians who are not institutionally 
affiliated in Finland is very low — in 1970 only 9 per- 
cent. Most male but not female physicians, however, 
combine a hospital or other post with practice. In 1962 
two-thirds of the male physicians but only less than 
half of the female ones had taken a double work load 
as an employee and a private practitioner. Almost 
forty percent of the women but about twenty percent . 
of the men had an institutional wojk position only. 
(Table 12) 

Contrary to the situation in other Scandinavian 
co'untries, there are less women among private prac- 
titioners (independentfi physicians) than among em- 
ployed physicians in Denmark. The situation of the 
Danish physicians is similar to the situation of den- 
tists in three of the four Scandinavian countries studied. 
In Norway, Sweden and Denmark the proportion of 
women is much higher among employed >than among 
independent dentists. Finland is the only exception in 
th^ opposite direction, but the sex difference there is 
very small. In Denmark, Norway and Sweden women 
dentists seem to^prefer the security and fixed working 
hours of a school or other public health care instead of 
the independence of a private practice. , . 

Work Load of Male and Female Physicians and 
Dentists 

The average weekly working time of female physi- ^ 
cians in Norway is 12 hours shorter than that of male ' 
physicians — 43 vs.' 55 hours. (Table 14) The sex 
difference, at least in Norway, is largest at th^- child 
care age, from 30 to 49 years. 



Flgiire 5: Average weekly working boors of economlc- 
aDy active male and female Norwc^n physicians, 
by age: 1972 • ^ r j 

Honrs ^ . " • 

60c 




There are some survey data about the working hours 
of Finnish physicians, too. Xccordingto Haavio-Mannila 
and Jaakkola ^ the weekly number of working hours of 
• practicing non-hospital women physicians was eight 
hours less than that of men. For hospital physicians 
with practice the difference was five hours. By 1967, 
the difference for practicing hospital physicians was 
only two hours. In this last group, the work week of 
male physicians had been reduced from ^5 to 50 hours, 
that of female physicians from 50 to 48 hours. The 
working hours of all physicians thus had clearly de- 
clined, and in particular the previously overworked 
male physicians had more leisure time. It appears that 
the difference between the sexes in this respect is 
lessening as the work load decreases. 
In the same report it was assumed that the shorter 



work week of women physicians is due to their home- 
care obligations. In the hospital physician study, the 
respondents were asked to specify their marital status. 
Of the men, practically all were married, sa that they 
are not iricluded in the table below. The work load 
of women in different marital statuses was^as follows; 



f . ma 



arital Status 



Weekly 
Work Hours (N) 



unmarried 44.8 (41) 

married 43.2 ' (64) 

widowed of divorced 52.1 (11) 



Jrned 



The difference between the married and unma 
women was only 1.6 hours. Widowed or divorced 
women physicians, on the other hand, worked very 
long hours. Household obligations alone did riot suffice 
to account for the shorter work week of women, since 
unmarried women physicians also worked fewer hours 
than men physicians. 

According to another Finnish survey by Eskola and 
Haavio-Mannila on sex roles in'six academic pro- 
fessions in 1968, the weekly working hours of male 
physicians were 51,2 and of female physicians 48.4 
hours. The difference was thus 2.8 hours. Male physi- 
cians spent in addition, 12.2 hours and female physi- 
cians 9.3 hours per week in activities related to work: 
studies, meetings, preparing articles or speeches,, etc. 
When, asked, women preferred shorter working hours 
than men. Only eight percent of women but* 16 percent 
of men considered a more than 40 hour working week 
as ideal. Thirty-nine percent of the w6men and 30 per- 
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Table 9: Economically Active Male and Female Pbysicians and Dentists in Finland and Norway: 1970 & 1972 



Women 



Men 



Number 



Percent 



Number 



Percent 



Physicianj) 



Finland 1970 
Norway 1972 

^Finl^d 1970 



1,125 
688 



93.0. 

87.0 N 



2,856 
5,014 



94.0 
96.0 



Dentists 



1,691 



90.0 



683 



96.0 



Sources: Official Statistics of Finland 1970 VI:0:104, Population Census. Vol. IX and. VII A. 
Official Statistics of, Norway 1972 A 538, Statistics on Physicians 1972. 



Table 10: Occupational Status of Norwegian Physicians by Sex and Age: 1972 



Percentage of Economically Active Physicians 



Age 



Total 




Under 
3p 


30-39 


40-49 


50^59 


60f9 


70-79 


80 & Over 


Average 
Age 


Males 


96.0- 


96:o 


99.0 


99.0 


99.0 


96^ 


70.0 


31.0 


45 • 


Females 


87.0 


90.b 


92.0 


91.0 


94.0 


80.0 


45.0 


14.0 


42 



Source: Official Statistics of Norway, 1972 A 538, Statistics on Physicians 1972. 
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Table 11: Number and Proportion of Women Among Physicians in Different Occupational Positions 



^' V Whole Country 

Norwi^.1946 ' ' f .} 

Private practice * ^^''^^^'^^ i 
District physicians, physicians at state hospitals 
City physicians, other ph;^sicians at communal 
institutions ' ■ 
.Assbtant physicians at private clinics 

Source: Official Statistic^ of Norway, Folketellingen in Norge 1946, Yrkesstatistikk. 



Cities 



Countryside 



Percent 


Number 


Percent 


Number 


Percent 


Number 


9.0 


117 


10.0 


74 


8.0 


45 


. 6.0 


38 


, 10.0 


20 


*4.0 


17 


9.0 


58 


8.0 


29 


12.0 


33 ' 


8.0 - 


.7. 


8.0 


3 


8.0 . 


4„:.„ 



Norway 1972 



■1 



) 



Percent 



Administrative and perventive medicine 11.0 

Health work outside institutions 12.0 

Health work in ijistitutiohs 12.0 

Medical research and teaching 4.0 

Other medical work , i . ^^'^ 

Not economically active 35.0 

Unknown economic activity i iS.O 

Source: Official Statistics of Norway, 1972 A 538| Statistics on Physicians 1972. 



1955 



Sweden pSS and 1962 

Total V 
Medical officers 

City and borough medical officers / 

Physicians at somatic hospitals 

PiSysicians at mental hospitals 

Professors, etc. 

Other physicians » 

Source: Official Statistics of S)veden, Halso-och sjukvard 1955, 1962. 



Number 

20 
293 
323 

13 
7 

89 . 
13 



1962 



Percent 


Number 


Percent 


Number 




638 




108 


2.0 


10 


3.0 


16 


2.0 


4 


3.<f 


7 


7.0 


83 


11.0 


319 


22.0 


51 


34.0 


100 






1.0 


3 


16.0 


423 


, 10.9 


647 



Denmark 1970 



Percent 



Total 

Independent physicians 
Employed physicians 

Source: Official Statistics of Denmark 1974: VII, Folke-og boligtaellingen 1970. Bc^kaeftigelsc og erhverv. 



18.0 
12.0 
21.0 



Number 
1345 

^: 314 

^019 



Finland 1962 

Physicians at hospitals 

City and municipality medical officers 

Private practitioners 

Physicians at schools and public clinics 

Physicians at factories and other enterprises ^ 

Teachers and researchers 

Others ' 

Source: Haavio-Mannila and Jaakkola 1970,-p. 12. 



Percent 

21.0 
16.0 
29.0 
53.0 
. 14.0 
10.0 
25.0 



Number 

230 
V ,68 
89 
49 
10~ 
13 
18 



Finland 1970 

Independent physicians 
Employed physicians 
Total 



Percent 

36.0 
26.0 
27.0 



Source: Official Statistics of Finland, Population Census 1970, VI A, Education. 



Number 

140 
1073 
1221 



ff 



cent of the men preferred a flexible, varying length for 

• a work week. 

Women dentists also work fewer hours than their 
male colleagues. Sixty-eight percent of the men but 
only 39 percent of .the women dentists in Finland 
worked more than eight hours a day in 1965 when 
many (31 percent) of the Finnish dentists still worked 
six days a week.^ ^ 

Sex differences in work hours are larger Jn Noiway 

than in Finland and also larger in the more traditionally 
female profession of dentistry than in medicine. When 
the total work load of physicians diminishes, the sex 
dijSference seem^ to decrease also. Women can work as 
much as men in their orofession if they need not totally 
exhaust themselves a^ has been the lot of men in 

Table 12: Type of Work Place of Male and Female 
Physicians in Finland: 1962. 



Type of Work Place 


Women 


Men 


Total number 


628 


2128 




Percent 




Institution and practice 


48.0 


67.0 


Institution only 


39.0 


21.0 


Practice only 


8.0 


7.0 


Not economically active 


5.0 


5.0 




100.0 


100.0 



Source: Haavio-Mannila, Elina. Laakarit tuthjlavina. Research 
Reix}rts, Institute of Sociology. University of Helsinki, 
No. 41, 1964, p. 12. 



countries where lack of physicians has made their 
work load almost unbearable. 

ft • 
Sex Differences in Income 

Partly as a result of thif shorter work hours, incomes 
of women physicians are lower than thos^ of meiy The 
average earnings of female physicians in Finland in 
1968 were only 63 percent those of men. This propor- 
tion is approximat ely the s ame as in other academic 
male^minated fields like law, engineering, architec- 
ture, and forestry.® At the same time women in industry 
earned about 67 percent of the earnings of men. Com- 
pared with the incomes of the other academic groups,^ 
women physicians were well off. Their incomes were 
better than those of male foresters and agronomists, 
^nd not much below the incomes of male lawyers and 
engineers. The income level of physicians in general 
is very high in Finland. 

Part of the difference in the incomes of men and 
women can be explained by referring to the shorter 
working hours of women. According to the above men-' 
tioned survey, when the working time was controlled, 
women physicians earned 66 percent of the incomes 
of men. Their lower incomes are mainly due to their 
inferior occupational status. Only 1 1 percent of the 
female but 32 percent of the male physicians in Fin- 
land considered themselves to be in a leading position. 
Seventeen percent of women but only 8 percent of men 
physicians classified themselves as lower status em- 
ployees. , 



Table 13: Number and Proportion of Women Among Dentists in Different Occupational Posidoi 



NoiHvayl946 

Independent dentists 12.0 148 

Employed dentists 67.0 163 

Source: Official Statistics of Norway, Folketellingen i Norge 1946, Yrkesstatistikk 



Whole Country Cities Comitryride 

Percent Number Percent Number Percent Number 

95 10.0 

93 63.0 



14.0 
72.0 



56 
72 



. 1954 

Sweden 1954 and 1961 Percent Number 

Total ^ 25.0 975 

iSentists in public dental care 41.0 307 

Other^ctive dentists 20.0 603 

Inactive dentists 59.0 80 

Source: Official Statistics of Sweden, Public Health (and Sick Care), 1954 and 1962. 



1962 



Percent 
26.0 
40.0 
18.0 
26.0 



Number 
1368 

59$ 

640 



Denmaric 1970 

.Total 

Independent dentists ' 
Employed dentists ' / 

Source: Official Statistics of Denmark. Fdtte-og boligtaellingon^ 1970. Beskaeftigelsc og erhverv. 

_ « 'Percent 



Percent 
38.0 
21.0 
57.0 



Finland 1970 

Total 

Independent dentists 



^ 70,0 

72.0 

Employed dentists 67.0 
Source: Official Statistics of Finland, Population Census 197$, Vn A, Education. 
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Number 
1264 
381 
861 



Number 
1679 
1112 
569 



EKLC 
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Sex Roles in Medicine and Dentistry . 
as iin Example df the General Sex Role 
Differentiation in a Country 

In Scandinavia, women are represented in~ medicine 
and dentistry most numerously in Finland and least 
so in Norway, Denmark and Sweden are between 
these extremes. Also sex differences in the economic 
activity and work load of physicians indicate that 
equality of the sexes is more pronounced in Finland 
than in Norway. 

This result is congruent with other data on sex roles 
in these countries. According to the Scandinavian sur- 
vey on welfare and need-satisfaction in 1972 by Erik 
AllardtJ the economic activity of Finnish women is 
highest and that of Norwegian women lowest in Scan- 
dinavia. (Table 15) The general educational level 
of Finnish women compared to that of men is high, 
too, whereas in the other Scandinavian countries this 
sex difference is very small. Vocational training in 
Finland is as common among men as among women. 
In the other countries, especially in Norway, men more 
often than women have received some vocational train- 
ing. 

The position of women in medicine and dentistry 



is thus connected with the generaljrt educational and 
occupational activity of women. Women's participation 
in the traditionally male fields of activity seems to be 
cumulative: in countries where the general activity level 
of wortien is high; womei^ave more interest and op- 
portunities to enter into traditionally masculine health 
professions than in countries where the sex role ex- 
pectations favour women's societal passivity. 
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Table \fi Average Weekly Working Honrs of Economically Active Physicians in Norway, by Sex and Age: 1972 





Males 


Total 


Females 


Total 


Age 


Number of hrs. 


males 


Number of hrs. 


females 


Total 


55 


4094 


43 


505 


under 30 




412 ^ 


50 


65 


30-39 


58 \ 


1176 


43 


190 


40^9 


57 


711 


41 


79 


50-59 


55 


837 


45 


110 


60-69 


49 


765 


37 


45 


70-79 


29 


181 


26 


14 


80-over 


23 


12 


44 


2 



Source: Official Statistics of J^orway 1972 A 538, Statistics on Physicians. 

Table 15: Education and Economic Activity of Men and Women in Scandinavia, by Country: 1972. 



Total Number 


r 

I 


Denmark 


Ifin 


Fand 


Norway 


Sweden 


Men 
497 


Women 


Men^ 


Women 


Men 


Women 


Men 


Women 


498 


477 


517 


496 


509 


497 


508 


i 

Education 




percent 


percent 


percent 


percent 


More than primary general education 


29.0 


30.0 


22.0 


3i.O 


41.0 


39.0 


40.0 


45.0 


Some vocational training , 


38.0 


27.0 


■ 


34.0 


57.0 


42.0 


46,0 


36.0 


with academic examination 


4.0 


1.0 




5.0 


8.0 


1.0 


7.0 


3,0 


Economic Activity 


/ 


















Full-time employment 


79.0 


33.0 . 


($1^.0 


51.0 


,75.6 > 


' 20.0 , 


70.0 


26.0 


Part-time employment 


8.0 


^ 17.0 


15.0 


12.0 


>:7:o^' 


11.0 


16.0 


28.0 " 


Student or housewife 


9.0 


4L0 


12.0 


29.0 


13.0 


64.0 


12.0 


42.0 


Not able to be employed (illness. 






8.or 










4.0,/> 


unemployment) 




4.0 


9.0 


9.0 


6.0 


5.0 


3.0 


Total percent ^ 




100.0 


100.0 


100.0 


100.0 


1 00.0 


100.0 


100.0 


100.0 



* Columns do not add up to 100% due to rounding. 
Source: Allardt 1975. 
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Appendix: Physicians and Dentists in Selected Euro- 
pean Countries on Dec 13, 1968, per 
100,000 Iniiabitants 



OFFICIAL STATISTICS 
OF NORWAY • 



OFFICIAL STATISTICS 
OF DENMARK 



Physicians per 100,000 
Inhabitants 



Dentists per 100,000 Inhabitants 



OFFICIAL STATISTICS 
OF NORWAY 



225 USSR 
199 Czechoslovakia 
179 Austria 
178 Bulgaria 
177 Italy 
173 Hungary 
167 Germany Fed. Rep. 
155 Belgium 
149 Greece 
147 Malta 
145 Denmark 
144 Germany Dennu Rep. 
141 Roffiania 
139 Poland 
136^^0^^^ ^ 
135 Iceland 
135 Switzerland 
131 Scotland ^ 
130 Spain 
129 France 
127 Northern Ireland 
124 Sweden 
119 Netherlands 
117 England & Wales' 
104 Ireland 
101 Luxembourg 
90 Portugal 
89 Yugoslavia 
89 Finland 
59 Albania 
37 Turkey 




Rep. 



81 Norway/ 
80 Sweden^ 
68 Denmarm 
52 German^ 
52 Finland 
43 Greece 
43 Iceland 
40 Switzerland 
39 France 
39 Poland 

39 Germany Dem. Rep. 

38 Czechoslovakia 

37 Bulgaria 

35 USSR 

32 Luxembourg 

27 Austria 

27 Northern Ireland 

26 England & Wales 

25 Netherlands 

24 Scotland 

23 Belgium 

22 Hungary 

21 Ireland 

20 Yugoslavia 

16 Romania , 

13 Malta 

10 Spain 

7 Turkey- 

7 Albania 

1 Portugal 



Source: 



Official Statistics of Finland XI 1970, Public Health 
and Medical Care. 
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The first cotnment I would like to make about all 
the presentations and the entire conference is that they 
are indicative of the limes — i.e., that this meeting is 
being held at all in the United States. In the past, the 
title **Intemationai Conference on Women in Health" 
would probably have been taken to mean a conference 
of women's, ailments, of which, of course, we know 
they have many. And so like InteHtotional Women's 
Year, .while it is only a small step forward, it is an 
important one, since all the rest of the Jj^ars preceding 
have been International Men's Years. C 

The thing that is outstanding in all presentations 
about women in the health professions throughout the 
world is the extraordinary similari<^ of the problems. 
In the excellent paper by Dr. Elina Haavio-Mannila, 
even in those countries where women represent a very 
large portion of the health care delivery system they 
do not, in general, occupy anywhere near that percent- 
'age in what might be called the decisionmaking roles 
in medicine or dentistry. 

Some of you may have seen a first-class article by 
Dr. Navarro,^ in a recent issue of the New England 
Journal of Medicine, which was a study of the power 
structure of health care delivery. The figures are appal- 
ling. For the first time, in my experience, Dn Navarro 
not only listed what we already know, that there is 
only a very small percentage of women in health care 
delivery in the U.S. at the top professional levels, but 
he addressed the question of the number of women in 
those parts of the system in which the import|int de- 
cisions are really made. If you look at his graphs you 
had best use a magnifying glass to find part of the 
bar that is labeled "Female". It is even more mmiscule 
in dentistry. ^ » 

I am also amused at figures showing the increase 
in women in the dental schools as percentage incre- 
ments over past years. When you start from one-tenth 
of one percent you have no place to go but very far up. 

In this country, women in medicine have .had a dis- 
heartening history. Elizabeth Blackwell, who got the" 
first medical degree in 1849, had an interesting ex- 
perience in medical school. She was admitted to thtf" 
school only with great difficulty, and then to everyone's 
astonishment, (jn 1849 women were considered non- 
educable). After a short time, the Dean of the School, 
Dr. Charles Lee was so impressed with her outstanding 
performance that he predicted that in 10 years, by 



1859,' one-third of the entering class in medical schools 
in this country would be womfen. 

Well, I hope he was a better doctor than a predictor, 
because we are nowhere near that in 1975. 

Nevertheless, in the United States, in my experience 
in the feminist movement, the most remarkable educa- 
tional advance in professional education for women has 
come in that bastion, of male privilege in this cguntry, 
' the medical schools. In terms of percentage increase, 
we are talking about very significant numbers of wome;n 
admitted to medical school since 1970. 

At the turn of the century, in 1900; somewhere on 
the order of about four percent of medical students 
were, women. By 1960 we had skyrocketed to about 
six percent. This took 60 years. In the decade between 
1960 and 1970 the pace was still slow and we ended 
up in 1970 at about 8.7 pel'cent. Then suddenly we 
began to see an extraordinary increase in women's 
admissions. The entering class of 1974-1975 through- 
out the country was about 22. percent women.^ 

The reasons for this, I think, can be attributed to 
major and rapid changes in* the society, including the 
feminist movement. New birth control technique^, in- 
creasing numbers of women in the college^ and a 
changing economy, all contributed to a change in 
women's goals. 

Nevertheless, despite our predictions that these gains 
wyi go even higher, one is forced to conclude froih the 
Russian and Scandinavian presentations at this confer- 
ence that mere numbers of women, higher actual num- 
bers and percentages^t)^ women in health care delivery, 
even at top professional levels, do not necessarily pre- 
dict an increase m the involvement of wqmen in the 
decisionmaking in medicine. This is a highly critical 
area, because in neither of these papers is there any 
great evidence that the role of women at the yery 
top is anywhre near proportionate to their representa- 
tion in terms of numbers. 

In Russia, for example, only 10 percent of the 
members of the National Academy of Medical Science 
are women, whereas 70 percent of the doctors there 
are women. In Finland, where about 25 percent of the 
doctors are women, their representation at top levels 
is far below what one would predict. 
- The reason this is important is that I am told con- 
stantly in arguments about affirmative action that, 
when there is a very small pool of trained females you 
can anticipate only a very small percentage of females 



in top status roles. This would suggest that as we in- 
crease oot rrumbers we are going to increase our power. 
i-That may or may not happen, but it has certainly 
not been an ineyitable result of increasing nutnbers. 
This is very important for those of us who are inyolved 
in traming for delivery of health care at tpp levels or 
at any level. 

^ You wilf also notice that in all countries mentioned, 
virtually 100 percent of nurses are women and that 
these health practitioners have a relatively low status 
and low income, despite the fact that they provide 
an absolutely vital segment of the health care team. 

My curiosity has been aroused in the United States 
by the attitude of women themselves towards medical 
or dental school admissions. The point I would like to 
make. to you is that in this country it was unnecessary 
52 for many, n^any years to discriminate against women 
- on admission committees of these professional schools. * 
You didn't have to bother. Women did it, for them- 
selves. They just didn't apply. 

As short a time ago as 1972 at Duke University, a 
study showed that in the freshmen undergr^uate class, 
about 26 percent of the women and about 30 percent 
o/ the men indicated an interest in going to medical 
school,'* By the senior year that 30 percent of men 
had dropped to something ^like 22 percent and for 
women had 'dropped to about five percent. Further- 
more, of those ^cepted into medical school, a much 
higher percentage of women applicants decided not to 
.go. " . . 

One must ask the question. Why?/ -What special 
. pressures are there on even such self-selected women? 
In most countries with our economic structuring, it is 
the women from rich families who have an ojiportunity 
to get advanced education ' and to go on to medical 
and V other schools because they have available the 
household help that has always been necessary for a 
woman to maintain both a home and a professional 
career. In'this country it has not worked out that way. 
Our top performers in ti»rms of seeking professional 
careers have not come from this privileged class."* 

Again, one must askfthe question, what is different 
about the American culture? When Patricia Graham 
did an 'article for the Jcfi^nsd Science on "Women in 
Academe", she pointed o^H^t in the U.S. women 
who elect a career in scierjfe, including the health 
sciences, tend to come largely from families in which 
the mother is either foreign-born or has been educated 
in Europe. It may come as a surprise , to some 'of 
you, that most^often the mother of such a woman 
came from the upper middle-class of the South of the 
United States or from Boston.'^, 

Sometimes class structuring is very important and 
sexual stereotypes may give way under certain special^ — . 
circumstances to the constraints of class. Elizabeth the 
First could become Queen, of England despite her sex 
because she was "of the blood". Women can do more 
nontraditional things presumably, if they ^are "of the 
blood" in certain parts of the U.S. where ancestry is still 
.1 important. ' ' . 



The other thing of great interest in looking at Ameri- 
can women in medicine, is a study done in thft jast two 
years, which showed that when women applicants are 
compared to male applicants to medical school, slightly 
more women than men (by percent are refused ad- 
mission. The differences are not geat.® 

Nevertheless, there is one ftiportant distinction. 
When interviewed, of the men who were turned down " 
with a C-plus average, S8 percent regarded this re-, 
jection as unfair and felt that they were really deserv- 
ing of admission; but only 20 percent of the women 
with even higher averages who were turned down, 
thought it was unfair/ They expected to. be* rejected 
and more tragically, they seemed to think they deserved 
' nothing better."' , 

I don't believe that American admissions committees 
need to ^discriminate. I don't believe that legally they 
can discriminate against women at the present time. I 
think it is women themselves in all countries, not only 
our own, who must^look at two facets of the discrimi- 
nation against them. 

One is entry. In RussiaMhe entry ofwomen into th^'; 
medical sciences as far as freshman class is concemedP^ 
is going down while it is rising sharply in this country. ^ 
It seems to be stabilizing in Finland at the present"' 
time, as indicated in Dr, Haavio-Mannila's paper, but 
this is just the beginning. 

The important thing4pJoc|k to, and I speak now for 
the United States, is whaVlwtf happen to these women 
when they get out of medical school. If we follow the 
pattern of other countries, women despite their num- 
bers will end up in secondary ranks. At this moment 
only two^pereent of all full professorSrin U.S. medical 
schools are women. Will that change in proportion to 
our new numbers? 

I am not sure that numbers alone make a revolu- 
tion in the position of women in society. After all, 
we are already 53% of the population. I think it be- 
hooves those of us who are avowed feminists to ex- 
amine this phenomenon very carefully. The few people 
•at the top who make the decisions as to money and 
other resources are the ones who determine the ulti- 
qjate designation of the power to change society. 
Women must fight not only for an increase in overall 
numbers in the health care delivery systems but for 
proportionate representation in the executive suites. 
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Introduction ' 

"Isn't dentist a masculine word?" 
~ This \y,as a question posed to me six weeks ago, by 
a high school girl in her junior year, in a suburban 
high school outside of Philadelphia. This misconcep- 
tion concerning women in the dental profession, is 
typical of the college bound high school girl in the 
United States. It is typical also . ot the pi:evailing atti- 
tude in this counry, that consjdeii^'^entistry as a pro- 
fession more suitable for meii;. than for women. 

Certainly the situation of Svpmeh in dentistry in the 
Unied States differs significantly from the situation of 
women dentists in Scandinavia, as just described by 
Dr. Haavio-Mannila. 

Women are represented in the dental profession in 
^uch smaller percentages in this country than in the 
Scandinavian countries just discussed. Whereas in 
Finland 72 percent of all dentists are women, ifi^Den- 
marlc 40 percent, and in Sweden and Norway 30 per- 
cent; in the United States, as of 1970, only 3.5 percent. 
of all the dentists were female.^ Another difference that 
exists between the Scandinavian situation and the 
American one, is that while'^'dentistry has always at- 
tracted more women than medicine in Scandinavi^i, 
quite the opposite has been true in this country. In 
1970, 9.3 percent, of all practicing physicians in the 
United States were female — again, compared with 3.5 
percent of the dentists. Howevfer, as is the case in Den- 
mark ^nd Sweden, the percentage of female dentists in ^ 
the United Itates will be increasing. In 1974, 11.2 ^ 
percent of the. first year dental school class enrollment 
was female.^ 

Women Dental Studenite 

It is evident that in the United States the presence of 
the woman dental student, in noticeable numbers, is 
rather recent. Just twenty years ago, dental schools like 
Harvard, Georgetown and St. l-oiij^'^*^ ^^'^ enroll 
women.*^ Today, many schools ^ MHlfe '^^g special 
scrutiny to Iheir female»applican^^nBe admissions . 
committees may insider the maritHjpTtus of, the ap- 
plicant,' and whethe;jr it is likely that her family duties 
will inerfere with her education or her practice of 
dentistry. The scfiools are, or wfere, afraid that women 



are more likely than men to perform poorly in school 
and that their attrition rate will be higher. Recent 
studies have shown, however, that the fears of the 
schools are unfounded, because women perform better 
scholastically than their male counterparts, and that 
drop-outs are equally as likely to be men as women.* 
' Most of the studies in the literature conclude that 
Avomen in dental schools do not have difficulty . handling 
/academic and clinical responsibilities, but they may 
' have difficulties in other, non-scholastic areas. Women 
dental students sometimes report that psycho social 
problems arise in an all-male environment Linn ' in- 
terviewed women from three different dental schools, 
and several discussed problems that arose because they 
were females in a minority situation. The women 
dental students said that their male peers often falsely 
accused them of getting preferential treatment from 
instructors. The women felt, in fact, that the instructors 
were sometimes unfair to them, and by advising therfi 
to go into traditionally female specialitjes, ^^'i^tkl^ 
limit their career options. The women students itwh- 
viewed said they were often left out of after-school 
study groups and informal gatherings, which tended to 
be single-sexed. 

A subcommittee on the status of women students 
at the College of Medicine and Dentistry of New Jersey 
conducted a survey similar to Linn's in 1972.® The 
subcommittee exanuned how women perceived their 
educational experience had' been affected by their sex. 
An attitudinal questionnaire was sen<^ to women medi- 
cal and dental students and alumnae. The respondents 
discussed discrimination often, but few reported overt 
instances. Among those that mentioned feeling dis- 
crimination, half reported that the negative attitudes 
towar^fls women as dentists were more apt to come 
from male students than fronj faculty members. How- 
ever, the women felt that the faculty members were 
sometimes insensitive to female students. Ofteru classes 
started with dirty jokes, as well as anti-feminist jokes, 
and the women were expected to laugh at botbT^Thic 
respondents said that they sometimes felt the^.- Were' 
expected to "proVe" themselves more than their male 
counterparts. Overall, however, 77 perce#it of the re- 
spondents felt that they encountered no more difficul- 



ties than the men in thfeir class; and 87 percent said 
that if given tKe choice, they would choose a career in 
the health profession again. 

It has been my experience as a dental* student, that 
the instances of sex discrimination within the dental 
schoofs are very covert and subtle. I conducted a siir- 
" vey of eight dental schools last summer, for Region III 
of the Department of Health, Education, aild Welfare, 
and found that most dental' school administrators were 
not even aware of the/sex discrimination that existed 
within their own institutions. In my dental school class, 
for example, there ani fifteen women o3l of a class 
of 162 students. , f/ 

In preclinical prepStaitory labs at school, I find that 
frequently male classmates will tease me about getting 
preferential treatment from instructors. These lab situa- 
>4 tions are very stressful, and require long hours of prep- 
aration before ifinal projects can be graded. It is very 
irritating to have worked long and hard on a project, 
to receive a good grade, and then be told by 'male lab 
companions that I only deceived the grade because I ' 
was a girl. In fact, such remarks are more than irri- 
tating, for they tend to undermine my professional 
, self-image, at' a time when I am trying terribly hard to 
build up my self-respect as a competent dental prac- 
titioner. 

Women Dentists 

Dr. Haavio-Mannila has discussed the occupational 
productivity of wc/men dentists as compared to male 
dentists in Scandinavian countries. It was her-observa- 
tion that in countries where only a few women lire 
active in a profession, the sex differences in economic 
activity are apt to be larger than in a country which 
has more women in the professions. This observation 
would seem to predict that in the United States there 
would be a substantial sex difference in economic 
activity of male and female dentists. Unfortunately, to 
my knowledge, adequate studies have not been under- 
taken on the subject. The only studies that do exist 
claim that somewhere between 77 and 85 percent of 
all women dentists are active professionally.'' ^ How- 
ever, no comparisons with male dentists are available. 

Women dentists in the United States are more likely 
to specialize than men. Thirty-one percent of women 
dentists specialize, as compared to ten {Percent of men.® 
Furthermore, it was found that the two most .popular 
specialities for women dentists were pedodontic^ and 
orthodontics; the two' most popular specialities for men 
are orthodontics and oral surgery. 
» One study, conducted by Linn, found that women- 
dentists are more likely than "^en, to change their 
practice location. Obtaining State licensure was a ma- 
jor problem for many of these women dentists. Approx- 
imately 38 percent of the women dentists interviewed 
said that they had interrupted their dental careers one 
or more times since graduation. These interruptions 
were usually caused Jp^pregnancy, family demands, or 
■ husbands changiji^»ir place of work. On the average, 
tf^iotal length -oT time for all interruptions was four 



years. It was noted in a study by Talbot, that marital 
status was the most important factor in determining 
professional activity of women dentists." A single 
woman who had never been married was more likely 
to work full tinle. The determinant in the amount of 
time dcJ^oted to dentistry was the presence and age' of 
children. 

The differerice in ' practice patterns of male and 
female dentists in the United States, in terms of work- 
ing hours per week, income levels, and private versus 
non-private work, have not, to my knowledge, been 
researched. Certainly more demographic - data arc 
needed td com^jare and evaluate the sex differences in 
practice patterns between male and female dentists in 
in the United States. 

Attraction of Women to Dentistry ' 

One may^CMider why' more women in the United 
States are not al|racted to the dental 'profession. Strange 
and Lu ^- conducted a survey of high school students 
from six different schools across the country to de- 
terniine their attitiides towards dentistry as a carper" 
for women. When the students^ were asked to rank 
dentistry in comparison to twelve other professions and 
careers, dentistry ranked quite low. It was ranked 
seventh by the boys, and tenth by the giris. In the 
same study, questions were designed to assess attitudes 
towards women in dentistry, and it was discovered 
that only about one-third of the respondents thought 
dentistry was a good career choice for a wortian, and 
even then, the majority did not feel that a woman could 
successfully pursue a dental career and still have a 
good family^ife. Most of the students believed that 
women were capable of becoming good dentists, but 
that they should not pursue a professional career. 

Levine suggests that one reason why many girls do 
not consider dentistry, is that they view it as a mascu- 
line profession, because in this country, it is practiced 
primarily by men.*^ Furthermore, dentistry is involved 
with the sciences and with mechanical ability, both of 
which are considered masculine interests in American 
society. It is often true that small boys are encouraged 
to play with mechanical devices, while little girls . are 
not. The tendency for boys to do better in the sciences 
is evident throughout the educational years. Since 1955, 
National Merit Scholarships have been awarded to 
800,000 high school juniors each year; and the girls 
always do better in English, and the boys excel in 
mathematics, social studies, and sciences.^^ In the 
United States, women earn only 30 percent ^of the 
bachelor's and master's degrees in the biological sci- 
ences, and only 16 percent of the doctorates.^** 

Most reseachers suggest that tbe concept of the "role 
model" plays a large part in any individuals choice of 
career. Most of us, in some way or another, develop 
our career expectations and participate in daily activi- 
ties which fit a preconceived role. We tend to pattern 
this role after |R<!5rher individual whom we respect and 
with whom we can identify. The woman who considers 
becoming a dentist (or the man who considers becom- 



ing a nurse or dental bygienist) is in a peculiar situa- 
tion. First, this person lacks the usual stim^ilus to enter 
such a, profession because of the lack of identifiable 
role models, and second, once making the decision to 
^ enter the, unconventional role, must contend with self- 
doubts about his or her proper place within the .rble. 
In fact, it was found by one researcher, that worden 
who enter the dental profession in the United States 
lisu^iy have more, than average Social exposure to 
• dentists.^* A greater number of .women dentists and 
^^ental studentSi repoi:ted that a- member of their iitime- 
diate fahiily or other relative was a dentist than did 
their male counterparts. ' ^ 

Most person^' interested in recruiting niore women 
to dentistry feel that^omen dentists should, play a 
greater role in encouraging other women to enter the 
profession, thus providing the role model which is now 
lacking. In addition, it is felt that recruitment efforts 
should begin during the high schopl years or earlier, 
before women have eliminated dentistry as a' viable 
alternative. 

Specific suggestions for recruitment efforts might in- 
clude works|^)ps to be sponsored sit the dental schools 
for womcn^|; college advisers and even high school 

"■counselors. Also bi:ochures might be published by 

. individual dental schools that are specifically directed 
at a female audience* Certainly similar measures Kdve 
been undertaken by the dental profession to increase 
the representjftion of other minority groups. 

After J researched the admissions .prdgrams of eight 
dental schools last summer^ it was my conclusion that 

\ there was little evidence of affirmative action programs 
for women in dentistry. The prevailing attitude amon^ 
dental school administrators in the United States seems 

, to be that since the enrollment of women has increased 
steadily over the past* five years, it will continue to dd 



so without' much intervention on the^ part of individual 
schools. - 

The word "dentist" is not a masculine word in 
Scandinavia-7-and should not be in the United States. 
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Some Information AbAut Wontfn aQ^ 
in the Health Field in Swedev^ ' 

Women constitute slightly morfc than on^half of 
the Swedish population. They represent 419 percedt of ; 
the labour market, whieh is to say that thete. are four^ 
wage earning womeri^per six men. Since thd begi^ning^ 
of 1960, women have been responsible for tAe* increase* 
in the total labour force. Of the total of four million 
employees, ^0,000 are working part-lime, lof which 
600,000 are women and 50,000 men. BelWecn 1965 
and 1973, 250,000 women entered the labouKmarket 
— ^the female labour market. There still e?dst§ in 
Sweden one labour market for men and another, with 
lower salaries and inferior career opportunities, for 
women. In 1970, 72 percent, that is, almost three- 
quarters of all wage«eaming women, were found in 25 
of the 290 classified occupations. 

Approximately 225,000 persons, 5.8 percent of the 
total labour force, were employed in the health field in 
1973. Between 1960 and 1970, the number of health 
care workers increased by 43 percent, between 1970 
and 1972, by 14 percent. From 1960 to 1972 the total 
population in the country increased by 8.6 percent. 

The rate of increase in the number of workers differs 
among the health occupations. As Table 1 shows, the 
rate of increase was largest among occupational thera- 
pists and social workers. Their number increased 300 
percent between the years 1960 and 1970. Between 
1970 and 1972 the increase in workers was largest 
among physiotherapists and nurses. 

Between 1960 and 1972, the number of physicians 
increased by 67 percent, dentists by 37 percent, nurses 
by 92 percent, and other health care workers by 58 
percent. In 1960, there were 1,050 inhabitants per 
physician, in 1970, 760 inhabitants per physician, and 
in 1972, 620 inhabitants per physician. The propor- 
tion between dentists and inhabitants in 1960 was one 
per 1,470, in 1970, one per 1,200, and in 1972, one 
per 620. 

Looking at the health team, which consists' df nurses, 
physiotherapists, occupational therapists, social work- 
ers, practical nurses and nursing aides, in 'I960 there 
were 816 health care workers per^lOO physicians, in 
1970, 878, and in 1972, 918. ' 




Table 2"'^?^ftfflginstrates tHpt akhouEh.th^-HeaW\^^ field 
is one occupied mainly ^>j)^wojnen^\the pro of 
^o'men tcr meibvari^s ^mbM jh? Afferent hed^ occu- 
. pations. Men ate foUi*d as']B|iysidans,^"d^^ dental 
technicians, nursing: ^ssista^ts ^n^ The 
other health bccy^i^s a^;^ fully dominated by 
^womeq. \ . « 

Issues and Approaches to the Utilization of Women 
.in the Health Occupations: Nursing, Allied * 
Heaia Occu[iations and Support Servi^^ 

In view of the short supply pf health workers during / 
the last ten years, especially physicians and nurses, it 
has been necessary to find means to make the best use"^ 
of available resources and to upgrade knowledge and 
skills. The problem of short supply of health workers 
in Sweden is combined with an uneven distribution, 
which renders the problem even more difficult to solfe. 
Recmitment: As in all other industrialized countries, 
the demand for manpower in Sweden varies according 
to economic fluctuations. It is mainly technical and 
• structural developments and consumrition which, de- 
termine production and, thereby, the yieed for man- 
power. The supply of manpower is, however, changing. 
There can be large variations over a short term. 
Sweden's labour force totals approximately four million 
but during the course of a year'^approximately four and 
one-half million are part of the labour market at some 
time. 

There may be a manpower shortage in some places 
while employment opportunities are scarce in others. 
There exist considerable regional differences, particu- 
larly between the northern parts of the country and 
the rest of Sweden. By using appropriate selective 
measures, the National Labour Market attempts to 
facilitate the adjustment of manpower supply and 
demand to#changing conditions. ^ 
Employment service, vocational guidance and large vo« 
cational training programs: These programs represlSnt 
the main implement for recruitment. Employment 
counselthg, a part of the general employment service, 
is very important in the recruitment 6f health care 
workers, due to the many fields of specialization, and 
the variety of qualifications required. The employment 

74 " 



1 



ERIC 



Table 1: Active Health Care Workers 

Average Annual Percent Increase: 1960, 1970, and 1972 



Occupation 


Number 


1960 

Annual Percent 
Increase 
19^'70 


* 

1970 

Number Annual Percent 
Increase 
1970-72 • 


1972 

Number 


Total 


1 116,510 


4.0 


167,650 . 


7.0 


191,670 


Physicians 


* ■ 7,130 


.4.0 


10,560 


6.0 


11,920 


Dentists 


5,090 


3.0 


6,720 


2.0 


6,990 


Nurses 


s.- 22,050 


4.5 


34,240 


11.0 • 


42^50 


Physiotherapistsllllf 


1,790 


4.0 


2,600 


17.0 


3,510' 


Occupational therapists 


210 


30.0 


660 


4.0' 


710 ' 


Social workers 


230 


30.0 


■ 720 


10.0 


870* 


Dental technicians 


1,850 


3.5 


. 2,600 


2.0 


2,700 


Dental nurse/assistant 


5,090 


4.0 


7,500 


3.5 


8,000 


Practical nurses / 
Nursing aides ( 


32,8^ 


5.0 


53,960 


7.0 


61,450 


Nursing assistant in 












psychiatric care 


11,000 


3.0 


14,950 


6.0 


16,780 ; 


Others 


29,210 


1.5 


33,140 


5.0 


36,490 



58 



Sou];ce: Allman Halso* ocb^Sjukvard 1972 
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counseling organization provides individual guidance 
and systematic follow-up for all those who request 
them. 

The prevocational practical orieniation (PRYO): This 
is another measure designed to introduce pupils to 
different occupations and working environments whil? 
they are still attending the nine year comprehensive 
school. The scheme is comprised of three introductory 
study visits in the eighth year and a compulsory two- 
week period in the fall term of the. ninth year. The 
practical orientation in the ninth year may be extended 
to a maximum of 36 days. While ^ PRYO was first 
introduced in 1960, its present form w>as initiated in 
the 1972-73 school year.' 

Labour market training programs: These programs are 
provided to solve adjustment problems of individuals, 
as well as to try to satisfy the demand for trained 
labour. The programs are comprised of varioi^^, types 
of courses, the main types of which are retraining, 
further training, and refresher courses. The training 
programs follow curricula adopted by the National 
Board of Education. During the budget year 1973-74, 
8,399 persons took part in labour market training 
schemes for perstJnnel in the health field. Steps have , 
been taken by the government to lighten the burden 
dfthome and family responsibilities for working women. 
They include facilities for the provision of care for 
children. 

Pre-school Activities Act: Passed by the Swedish Par- 
liament in December 1973, the Act gives small children 
a statutory right to adequate provisions for their care. 
"Pre-school" is the term used for activities organized 
in the form of day nurseries, at which children between 
the ages of six months and seven years may spend 
five or more hours a day, and at which part-time groups 
of children between the ages of three and seven may 
spend, usually, three hours a day. 
Parenthoof^ Benefit: In January 1974, a new regulation 



came into force under which a ben^t will be. paid to 
that parent who will have custody of the newbom 
baby. The parents may alternate caring for the child. 
Parenthood benefit is paid for a maximum of 210 days 
per birth, regardless of how it- is divided between the 
parents. 

Along with the measures undertaken by the govern- 
ment, various Steps of a specific nature are undertaken 
by local hospitals, health agencies and ather institu- 
tions, in order to recruit workers for heaKh care serv-. 
ices. For recruitment of. those in the healtn occupations 
who have been active and are curreii%]Qm the 
National Board of Health and Welfare provides man- 
power data. Through its registers of selected occupa- 
tions, information on the supply of health care workers 
in the county, region, or country as a whole, is avail- 
able. Some health occupations, e.g., physicians, dentists, 
nurse's, midwives, physiotherapists, medical technicians,' 
and practical nurses must submit annually to the Board 
not only their name, address, age, specialty, number of 
children under the age of seven, number of months in 
work, but also the^post she/he has held during the 
previous year, any additional education she/he has had, 
and any other relevant information. It has been said 
that there are no other occupations in our society which 
are as carefully observed as those in the health field, 
y Housing shortages have, for many years, been one 
^of the factors limiting the availability of nursing per- 
sonnel. The health authorities now offer modem reisi- 
denthrf dwellings in the vicinity of — but outside — the 
hospital grounds. If the workers do not want to* rent 
these flats they are made available to other people. 
Retention of Health Care Woiicers: Health authorities 
in Sweden are fully aware of <the fact that the best 
way to encourage health care workers to remain in 
the work force is to offer good working conditions. The 
working conditions of health occupations are, however, 
determined by collective negotiation. As they are con- 
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TMt 2: Acfiye Health C^ie ^oikersr-the Proportion 
of Female Workers: 1972 



Occupation 

Physicians 
Dentists 
Nurses . 
Physiotherapists 
Occupational therapists 
Social workers 
"Dental technicians 
Dental nurse/assistants 
Practical nurses ( 
Nursing aides ) 
Nursing assistant in 
psychiatric care 



Source: Allman Halso- och Sjukvard 1972 
Lahdstingsforbundet 1972 



Table 3: Total Salary for Health Care WoAers — 
Average Income Per Month: 1973 



- 


Female 




r Total 


Number • 


• Percent 


11,920 


2,160^ 


18.1 


6,990 


2,010 . 


r- 28.8 


42,240 


41,450 


98.1 


3,510 


3,370 


96.0 


710 


670 


94.8 


870 


800 


92.0 


2,700 


500 


18.5 


8,000 


8,000 


100.0 . 


61,450 


59,790 


97.3 


16,780 


10,560 


62.9 



Occupation 



Sw. Or.* 



Average income all occupations 
Physician (head) 

Physician with specialist qualification 
Physician without specialist qualification 
Physician district 
Dentist 

Nurse (head) ^ 

Nurse (assistant) 

Physiotherapist! 

Occupational tnerapist 

Technician \ 

Technician, laboratory 

Social worker '\ 

Dental hyoienist' ' 

Dental technician 

Dental nurse/assistant 

Practical nurse 

Nursing assistant in psychiatric care 
Nursing aide r 



( 



3,220 
13,200 
10,050 

8,260 
10^90 . 

5,780, f 

3,36<J 

3,(60 

3,330 

2,730. 

3,070: V 

2,780 

3,510 : ^ 

*2,5ta • 
3,610 
2,490 
2,770 
2,760 
2,440 ' 



Source: Landstingsforbundet 

♦ $1 =: 3.94 Sw.Cr. (arithmetic mean) 



Table 4: Months Employed — Nurses and Medical 
Technicians: 1968, 1970, and 1972 



0 







p<ercent 


percent 


percent 






employed 


employed 


inactive 






more than 


less than 








9 months 


9 months 




Nurses 










^ 1968 
\ 1970 
^972 




35 


37 


28 




38 
34 


37 
. 48 


25 
18 


Medical technicians 








1968 




50 


37 


13 


1970 




42 


37 


21 


1972 




42 


43 . 


15 



Source: Sjukskoterskekaren, 1972 
Assistentkaren, 1972 

Table 5: Achievement — ^Days of Work, of Nurses and 
^ Medical Technicians, in the Years 1968, 

^ 1970, and 1972* 







Days of work 




Achievement of 


19^8 


1970 


1972 


100 nurses 


48 


49 


52 


100 medical technicians 


51.3 


55 


59 



* Reflects the extent to which nurses and medical technicians 
are part-time workers. 



nected with those of many other groups of employees, 
negotiations concerning cpnditioas such as hours of 
work, night duty, overtime, and premium pay for late- 
shift work, are conducted in cooperation with profes- 
sional and trade union organizations. In recent years, 
the negotiations have been directed toward increases in 
the salaries of low-income workers in ord|r to bring 
their salaries to the average income level. The majority 
of health care workers are women, and these women, 
like women workers generally, are, to a large extent, 
employed at lower income levels than men (Table 3). 
Through the process cited above, these women have 
been granted their share, and are now approaching a 
level of income more comparable with the average 
inconie. Negotiations are cun,ently in progress for the 
years 1975 and 1976, and again are concentrated on 
loivnincome receivers. 

' In Sweden there is a reservoir of women educated 
for health care service who should be brought back 
into service on either a full-time or a part-time basis. 
Tables 4 and 5 show the duration of employment and 
days worked for two occupations — nurses and medical 
technicians. 

The difficulty of combining marriage, childbearing, 
and family responsibilities with work in hospitals and 
institutions is a problem. Therefore, effortSvhaye been 
made to develop part-time employment. This Has, how- 
^ ever, presented special problems because very often 
the part-time worker can work only during special 
hours.. This causes friction when evening duties and 
holiday work ^11 upon the other members of the 
health care team. The increasing number of health care 
workers who leave their work for family responsibilities^ 
underlines the need for a careful analysis of the working 
pattern and the shift arrangements in health care serv- . 
ices. Such an analysis has been initiated. 
Best Use of Available Resources: The basic question 
underlying the problem of effective utilization of health 
care workers is "Who can do what and for whom?" In 
order to be able to conserve nursing skills for where 
they are most needed, and to find out how reassignment 
of activities among nursing personnel and others could 
-be made, a country-wide evaluation of nursing activities 
and activities performed by different groups of nursing 
personnel was undertaken. The study covered approxi- 
mately 1,200 different units, a sixth of all wards, a third 
of all out-patient units, all operating-theatres, all ma- 
ternity units, all laboratories, and all x-ray units. 

The study revealed several factors influencing the 
staffing and the nursing hours devoted to patient care. 
As a result, today there are a number of services and 
facilities established and available^n Swedish hospitals 
and institutions: clerical service, messenger and delivery 
service, and housekeeping and dietary departments. 
Both women and men ^ye^e placed in pools of person- 
nel to perform these activities. 

The study report which also revealed possibilities 
for utilization of auxiliary staff to relieve nursed: of 
activities not requiring their skills, was distributed by 
the government for coniment to health authorities, pro- 
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fessional organizations Tnd labour unio^which would 
affected by the proposals made in tmlpeport. The 
Ministry then drew up the resolution and submitted - 
it to the Parliament. An'br^^nized plan of assignments 
for practical nur^s, nursing aides, and ward clerks 
was then established. Education and systematic em- 
ptoyment on a national leveln^ere initiated for these 
occupations. 

Investigations into activities froiri which nurses could 
relieve physicians (general practitioners) should also 
_ be mentioned. The information received from the in- 
vestigations has been used for experiments which are 
going on in a Community Health Center. The experi- 
ment vfiU be described later. ^ 

Current assessment of the character of the health 
care services and the personnel required to provide 
60 vthem is necessary. New* knowledge must be acquired 
regularly, and new techniques are continually being 
developed. As medical practice changes, the functions 
and activities of ^different health care workers will 
change. 

To increase the efficiency of health ihanpo^r utiliza- 
tion, studies of different kinds are undertaken. The:^ 
may be conducted for a single unit, a hospital,^ 
agency, or institutions in a county. They are mostlylper- 
formed by- personnel employed by the county. Twepty- 
one of the 23 counties have managerial units mih their 
own staff, i.e., people who are expert in planning and 
directing activity studies. For consultation services the 
counties can rely on Spri, the Institute for the Plan- 
ning and Rationalization of Health and Welfare, spon- 
sored by the Nflnistry of Health and, Social Affairs, the 
Federation of County Councils, . aiid three municipal * 
councils. The Institute has departments for planning, 
organization, construction, ;» equipment, and facilities. 
The managerial department provides assistance to 
counties in outlining studies of different kinds. 
Upgrading Knowledge and Skills: The way to upgrade 
the knowledge and skills of health care workers is that 
applied to workers in other fields — inservice education. 
This education is the responsibility of employers, i.e., 
the counties. It is stated by regulatjon that physicians, 
midv^ves, public health nurses and physiotherapists 
must undergo further education at regular intervals. 

In order to provide service to the counties in this 
respect a speciaJ department was established v^thin^e 
Federation of County Councils to provide educatioi|^l 
programs of general interest and value to all cc 
Assistance is made available to counties whj| 
to develop new programs and nevv apf 
. improvement of their inservice education.^ Tfie d6par 
ment is also responsible for the development of new 
teaching-aids and equipment. The program for each 

• county is, however, based on local needs, and much 
effort is put into the programs which intend to prepare 
the employees for their work. 

On^ example: Until recently, patients in acute coro- 
nary distress were treated in the general intensive-care 

♦ unit. With tne dev^opment of electronic monitoring 
machines and other equipment, a separate unit where 



both staff and (equipment would be inmiediately availr 
able was established for the treatment of acute coronary 
diseases. When the program of cradiac intensive cai^; 
was initiated, there were almost no nurses who had 
' the necessary prepartition for working in the unit. It be- 
came the responsibility of the physicians in the cardiac 
unit to provide the necessary instruction to make dele^ 
gation of tasks possible. When the physicians are as- 
sured that the necessary degree of competence has been ' 
attained, they relinquish some of their responsibilities 
to the nurses within the unit. 

Wh^n another cardiac unit was to be^ established, 
there was a demand for nurses with the necessary prep- 
aration. The-physicians in the q)ecial branch of the 
medical^ociation urged that the preparation of nurses 
in cardiac intensive care be provided as rapidly as pos- 
sible. The initiative led to the establishment of regular 
courses which are a^ded as instructional modules to 
the present program of post-basic education in intensive 
care nursing. The delegation of activities by the phy- 
sician to the nixrse was subsequently followed by ad- 
ditional preparation erf the other health workers in- 
_Vol^^d. This preparation also consisted of modules 
Ided to Earlier education of practical nurses. ^ 

Mediods to Improve Utilization of Health Care 
Workers: Specifically, New Tasks for Nurses and 
More HesponsibQity Id Nurses in Primary Care 

Foreigners who study the Swedish health care service 
are often^urprised at the Swedish nurse, who performs 
activities that in other countries would be done by 
physicians. This has been the case for nurses working 
in hospitals, but more so for nurses engaged in health 
—care services outside the hospitals. 

Government, health agencies, county councils, pro- 
fessional organizations and labour unions can propose 
innovations in health care delivery. It may be the 
F^liament, through a motion presented by a member,, 
which decides upo4|Eui extension of service in relation 
to abortions, or a heal^ agency or institution which: 
has the availability of one group of health care workers 
and inavailability of another, and wants to provide 
essential service through special arrangements, or a 
branch within the medical association which can see an 
expanding role for X-ray technicians, or the labour 
union 'which wants to^draw the attention to the fact 
that practical nurses are not used to the best advantage. 
These circum§tanca$^ll for a mechanism for the rear- 
-rangefflcfjffof work and a link between potenlfSt? utiliza- 



tion and education. 

Education for health care personnel is, in the first 
sMstance, the responsibility of the Ministry of Educa-^ 
— and Cultural AlBfairs on one hand,- and the Ministry 
of Health and Social Affairs, on the other. Under these 
ministri^T^doej^ill find various independent administra- 
tive departments (Figure 1) dealing with matters relat- 
ing to the education of health care workers, e.g., the 
National Board of Education, the Office of the Chan* 
cellor of the Swedish Universities (UKA) and the Na- 
tional Board of Health and Welfare. In addition to 
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Figure 1: The State Organization For Education Of Health Care Workers 
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Education and 
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The National 
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Education 




I Schools for education 
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I Councils or Municipal | 
I Councils I 
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lor of the Uni- 
versities 




Universities with 
medical faculties 



Minisby of 
Health and 
Social Affairs 



I 

I The Advisory 



Council of I 
Health Planning . 




The National 
Board of Health 
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The Conunittee 
for Postgra- 
duate Training 
of Physicians 
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these departments, there are advisory bodies to t hg 
Ministry of^Education and Cultural Affairs aiid'rne 
Ministn^ oM^ealth and Social Affairs, ndtaiely, the 
Advisory Council of Educational planj^g and the 
Advisory Council of Health Planning. THe latter is re- 
sponsible for the coordination of all health planning 
in Sweden. 

All curricula for health care personnel are approved 
by the National Board of Health and Welfare, which 
also is responsible for the planning of health care 
workers for the country as a whole. The education of 
physicians and dentists is administered through the 
OflSce of the Chancellor of the Swedish Universities 
(UKA). The National Board of Education is the central 
administrative body which directs and, in cooperation 
with the National Board of Health and Welfare, plans 
education for most health care workers. The schools 
for education of these workers are administered by 
county councils or municipal councils. 

The trend is to establish combined schools for the 
education of various health occupations. There can be 
up to 50 different educational programs in the same 
school, i.e., basic nursing education, post-basic nursing 
education, practical nurse education, nursing aide edu- 
cation. X-ray and laboratory technician education, etc. 
All schools throughout the country have the same 
curriculum for each occupation and are organized along 
the same lines. 

There are several parties involved in the develop- 
ment of curricula for health care personnel. For this 
reason "rules of procedures" for planning have been 
established. The draft of a curriculum, whether it is 



EKLC 



new or a change in an existing one, is distributed for 
comment to the National Board of Health ajid Welfare, 
to health authorities, professional associations and 
labour unions which will be affected by the proposed 
education. Through this pattern of collaboration the 
time for implementation of a curriculum is considerably 
reduced. 

Maternal and Child Healtti Care 

The activities in maternal and child health care are 
carried out according to plans determined by the Na- 
tional Board of Health and Welfare. 
Maternal Health Service; Maternal health care is pro- 
vided at local health centers. It includes prenatal care, 
postnatal care and contraceptive counseling. Some 94 
percent' of all exflctant mothers? utilize the health 
care system. Every pregnant woman should visit a 
physician at least three ^times for prenatal care and 
at least. oncfe for postnatal care. Midwives and public 
health nurses with postgraduate education in maremal 
health care are appointed at these health centers. They 
have hours for visits at announced times. They take 
part in prenatal and postnatal care, they arrange 
courses to prepare parents for childbirth, and they give 
contraceptive advice. 

At the initial visit, the pregnant woman is screened 
by a physician. Those who are regarded as normal 
cases are assigned to midwives or nurses from whom 
they will receive care as long as the course of the 
pregnancy remains normal and until the woman enters 
the hospital in labour. Pregnant women in high risk 
groups are cared for by physicians. 

7« 



Visits in 1972 to Physicians and Midwiyes 
(Average Vklts for The Whole Country) 



Activities of District Norses: 1972 



Physicians Midwife 



Visits per expectant mother 

The midwives also make home visits to 
expectant mother. Home visit (average 
for the whole country) is 0.2 per 
expectant mother 



4.; 



9.0 



Source; Allmsfn Halso- och Sjukvard 1972 

For a longtime it has been the respojoisibility of 
midwives to provide coritraceptiye advice to both preg- 
nant and non-pregnant women. The new law concern- 
ing^abortion (1974) implies that advice is available 
upon request about the termination of pregnancy. The 
maternal health center has developed into an institu- 
tion tc^hich one turns in need of help both to avoid 
pregnOTcy and during pregnancy, irrespective of 
whether one wants to carry on or terminate the preg- 
nancy. The midwives are trained in and take care of 
the applications of some technical devices for family 
planning. Gynecological health control of ^11 women in 
cert^nage groups as well as control of single women 
is imdertaken by midwives. 

Cl^td health service; Child health care is provided at 
local health centers. Child health care is entirely volun- 
tary, but it is estimated that 99.9 percent of newborn 
children . are covered. The aim of child health care is 
complete health supervision and detection-* of handi- 
caps of all children between birth to school age. Nurses 
with post-graduate education work as members of the 
team in the health centers. The health supervision of 
children (excluding those with abnormalities) includes 
examinations by physicians^ four to seven times during 
the first year, twice during the second year, and once 
a year for all ot!^ ages. 

Visits in 1972 to Physicians and Nurses 
(Average for the Whole Country) 



Visits 


Physician 


Nurse 


During the first year 


4.7 


4.3 


second year 


1.6. 


1.2 


third to seventh year 


0.8 


0.6 


The nurse also makes home visits. Home 






visits (average for the whole country) 






are 






During the first year 




2.7 


second year 




0.5 


third to seventh year 




0.4 



Source: Alln||n Halso- och Sjukvard 1972 

Public Health Care (District Care) 

The range of activities of the public health nurse/ 
district nurse varies depending on whether she works 
in ari urban or rural area. In the rural areas, her ac- 
tivities include maternal and chifd health care as well 
as school care. TTie district nurse works practically 
independently, particularly in sparsely populated areas. 
The district doctor is, however, her formal supervisor. 



Districts 



Urban 

Number of district nurses 365 

Number of home visits 475,521 
Sick care (exculding care 
for long-term patients) 

per district nurse 1>303 

Care to long-term patients 121,886 

per district nurse 334 

Healthcare 12,723 

per district nurse 35 

Child health care * — 
Number of visits to district nurses 
Sick care (excluding 

long-term) 484,014 

Care to long-term patients 7,387 

Health care 40,300 



Othe r AH 

1,530' 1,895 
1,159,900 1,635,421 



\758 
206,074 
' 135 
339,955 
222 
266,020 



2,061 
327,960 
173 
352,678 
186 
266,020 



1,404,1# 1,888,116 
9,100 16,487 
567,929 608,229 



Source: Allman Halso- och Sjukvard 1972 
Occupation 

In the course of time, district nurses become well 
acquainted with the neighborhood- where they work. 
They are well informed about individual families, their 
living and working conditions, which have general 
bearing upon their attitudes toward child-rearing and 
health practices. 

In addition to their responsibility for problems of 
physical health, they are very often called upon to 
meet the needs of mentally disturbed patients. With 
a new structure of the health care service, the responsi- 
bilities in this respect will increase. Their responsibili- 
ties in total family health will call for an exploration 
of the staffing pattern in the health care service. The 
future will demand selective reassignment of activities 
from the district nurse to others. Studies carried out by 
Spri indicate possibilities of using auxiliary nursing 
personnel in conjunction with district nurses. 

Community Health Centers 

As mentioned earlier in this presentation, studies 
have been undertaken which show that nurses can 
accept activities which today are performed by physi- 
cians. To further investigate these findings, research 
projects have been initiated. The purpose is to see if 
the best use of the general practitioner in health centers 
is being made, orjfgany activity can be handed over 
from the GP to otlwithealth care workers. 

Special clinics have been organized for such chronic 
diseases as diabetes, cardiovascular diseases, urinary 
tract infections, and mental diseases of the elderly. 
When a patient appears with signs of a chronic disease, 
he is taken care of by a physician who makes the 
diagnosis, informs the patient of that diagnosis, and 
^draws up the plan of treatment. The physician starts 
the treatment and ensures that the expected effect is 
being achieved. From then on the control procedure 
becomes the activity of the nurse. 

The Clinic for Diabetes 

The diabetes clinic is organized with a nurse, a part- 
time dietician, and social worker in charge. The work 
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follows a specific program in which the nurse has to 
see each patient at least every third month. She checks 
the medical history, inform^ the patient about the 
disease and teaches him how to check urine. She per- . 
forms a physical examination, takes the blood pressure, 
inspects the feej carefully and condvf^ts neurological 
exammation. Once a year the patient *is examined by 
one of the physicians at the center, h^'l^ 

The diabetes clinic has been a success. It has been 
learned from the clinic that three of the four annual 
visits to physicians can be handed over to other health 
care workers, mainly nurses, and that the patient 
values the xlose contact with the liurse and the con- 
tinuous information he receives from her. 

Analysis of Issues of Career Ladders Within 
Health Occnpatioij^ 

For sevferal yearsj^ there has been a career ladder in 
^practice within the field of nursing. A career plan is 
developed through which a person may begin at the 
entry level as a nursing aid, then move to an increased 
level of competence as a practical nurse and later on 
as a registered nurse. 

A national committee has recently proposed an edu- 
cational program through which the registered nurse 
v^may reach' the level of the physician. All the way up 
the ladder each new program is built on knowledge 
obtained through earlier education and experience. 

This principle, among others, can be observed in a 
proposal entitled "Higher Education" presented to the 
Parliament. The educational organization for future 
higher education is arranged to stimulate further 
studies. The intention is to offer every individual a 
suitable pattern of education/ Tlffoiigh this proposal, 
the present faculties of the universities will be replaced 
by occupational sectors. Five sectors are proposed, one 
with programs for education of health *care workers. 
Through these^angements it will be possible to relate 
all health occupations to an educational continuum and 
to create curricula^ior education of health care workers. \ 
It is proposed that those who are to use the trained 
manpower wjll have a greater influence on the content 
^ vOf different programs. This structure for future Swedish 
' health care service, with defined responsibility within- 
the health delivery system for development of norms 
for health care service, will make it possible to lay the 
foundation necessary to develop new educational pro- 
grams. ¥ 

A study of health care service undertaken by Spri 
included an analysis of functions in different services; 
Its purpose .was to find elements in common which can 
serve as a basis for ^the development of modules for 
education and training. New knowledge and tech- 
niques can lead to new. modules being introduced into 
the system. It will be possible to return to the educa- 
tional system to acquire additional modules. In the 
case of transfer from one occupation to another, credit 
will be given for modules previously acquired. Through 
such an educational system one can expect a greater 
flexibility, not only in the development, but also in the 
use of health manpower. 



The Effect of Sex Stereotyping of Occupations on 
Health Care Delivery and Methods to ' 
Break Down Snch Stereotyping 

The present sex rdles in Sweden are deep-rooted. 
The existing pattern of life conditions is impressed upon 
children while they are growing up. It is reflected in 
their choice of education and later, in their choice of 
occupation. Even though the number of women enter- 
ing the gynmasium has increased during the last decade, 
the number of those who enter universities for 'studies, 
for instance, in medicinb and dentistry, has remained 
almost constant ove"r a period of time (Table ^). 



Table 6: Students Admitted to Medical and. Odonto« 
logical Faculties by Sex-^n 1960/61, 1965/ 
66, 1970/71, and 1972/73 







Academic Year 




Faculty 


1960/61 


.1965/66 


1970/71 


1972/73 


Medical 








1,055 


Total number 


491 


575 


1902 


Number women 


116 


151 


yin 


307 


percent women 

Oaontological 


23.6 , 


26J^ 


15,2 


29.1 










Total number 


237 


273 


386 


439 


Number women 


87 


115 


146 


184 


percent women 


36.7 


42.1 


37.8 


41.9 



Source: Utbildningsstatistik 1960-1973 
SCB: PM 1974:3 
Allman Halso- oc)i Sjukvard 1972 



The increase of wage-earning of women during the 
last decade mentioned earlier has not affected sex 
segregation or 'the mechanism behind it. So long as 
expectations ia regard to income and career opportuni- 
ties are so dmerent between women and men, little 
change can be expected. The occurrence of two differ- 
ent labour, markets in which women and men hardly 
compete with each other, does not contribute to a dis- 
solution of sex segregation. 

As previously stated, women constitute a significant 
potential for future workers in the health field. From 
Table 7 it may be observed that students admitted to 
schools of^ nursing are mainly women, even though 
nursing education has been open to men since 1951. 
»'< 

Table 7: Students Admitted to Schools of Narsing by 
Sex in 1960, 1967, 1970, and 1973 





1960 


1967 


1970 


1973 


Total number 
Number men 
Percent men 


1,872 


2,871 


3,084 
217 
7.0 


2,530 
317 
12.7 



Source: Utbildningsstatistik 1960-1973 
SCB: PM 1974:3 
Allman Halso- och Sjukvard 1972 



Diiring the next decade, a slight decrease is ex- 
pected in the total supply of manpower. An increase 
' is foreseen among married women due to a higher 
, rate of employment and to immigration. A decrease is, 
however, expected in the' supply of male manpower 
due to lower age groups and improved conditions for 
retirement. It seems, therefore, to be ne§pssary to rely 
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on female manpower in the health field in the near 
future, 

A commission, which since 1972 has examined the 
problem of equality /parity in rank between women and 
men in Swedeij, has undertaken a survey this year of 
the conditions of life of Swedish males and females. 
It is hoped that the ISndings can be translated into 

'specific measures and initiatives. 
Worker Activism: The idea behind "workers participa- 
tion" has deep roots in the history of the labour move- 
ment. Since 1946, the Swedish work council system, an 
agreement between the Swedish Employers' Coi\federa- 
tion and the trade unions', has been in force. The work 
council was supposed to be a "medium for information 
' and joint consultation between the management and 
the employees through thfir trade unions' organiza- 
64 tions." ' . 

Today, the trade unions are involved in discussions 

' concerning the role of these councils. It is argued that 
work councils must have the right to decide on central 
questions, such as personnel administration, organiza- 
tion and production. One way in which workers may 
share in decisions is by being represented at higher 
Ynanageinent Ic^ls. 'The economic function of an enter- 
prise is one ^l^bi decisionmaking. Workers' participa- 
tion in this *area has been considered a matter of 
particular interest. 

A national committee has been working on how to 
attain thp workers' participation in enterprises. The 
philosophy spreading throughout society today is a be- 
lief in the need for direct involvement of people in 
the institutions and organizations which afl^ct their 
lives. A main demand is that management's position of 
command be replaced by a relationship based on co- 
operatifen. All important decisions in planning and 
organization, personnel matters, and changes in the 
working environment must bp made jointly by workers 



and management. Whether these rights will be laid 
down in flaw or regulated through agreements between 
the' two parties will be seen in the near future. 

Outlook for the 80's ^ r 

The expansion of education that has taken place in 
Sweden in the 1970's makes it obvious that the supply 
of highly educated health care workers will increase 
considerably^ in the near future. Over a ten-3{ear period 
(1970-1980),' the number of physicians will double 
from 10,500 to 20,500. Correspondingly, the number 
of dentists and nurses will steadily increase. Neither 
the resources of the labour market, as mentioned 
earlier, nor economic resources will permit a similar 
expansion in all categories of health care workers. 

A change in the supply of health care workers will 
call for a reorganization of the personnel structure in 
the health service. As a consequence of increases in 
the number ^of physicians and nurses; the functions of 
different categories- of health care workers , must be 
changed. The traditional role of physicians and nurses, 
will need to be modified al^Jn accordance with the 
supply. It will be necessaryl^Py.to define, by analysis 
of demands, the content in different health care services, 
to establish guiding principles of the competencies 
needed, and to develop the new educational system 
in such a way that^Jiealth care workers will be trained 
to fit job profiles of health care iservices. 

In 'the near future, the personnel costs for health 
care service may cause problems not only because they 
account for about 75 percent of the operating costs, 
but also because reduction of working hours is ex- 
pected, and this reduction must be met by the employ- 
ment of more workers. Also the current equalization 
of wages will increase personnel costs. These circum- 
stances havd to be considered in planning of education 
for and utilization of health care workers. 
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Upon reviewing Johnsson's paper, I was struck with 
the differences 'in the political and social philosophies 
of our respective countries; their relationships to 
health care and women's roles; and, despite these 
diflferences, the similarities of our problems. In this 
brief response, I will compare the models of health care 
vis-a-vis the status of women and particularly nurses in 
health care in the U.S. and present an outlook for the 
future to utilize the great untapped potential of women 
for delivering primary health care to the 212 million 
people of the United States (notice I said health care, 
not medical care.) 

The major noticeable difference between the Swedish 
and U.S. models of health care is that the U.S. has not 
enunciated, clearly delineated national health policy 
from which education of health personnel and health 
care delivery patterns emanate; nor is there a system 
or articulation of systems of health care for our nation. 
Our pluralistic designs with their political, economic 
and socio-cultural variables have similar problems, 
however, to those identified by my Swedish colleague. 
For example, physicians, who are predominately men, 
xohtrol the entry and access gates to episodic, di5[ease- 
^ofiented medical care models of practice. Insurance 
plans require physician control and government plans 
offer reimbursement for medical, not health care. 

There is no wa^to collect your insurance benefits 
excep^ to declare yourself ill or actually become physt 
cally ill. These practice controls, private insurance 
plans and specialized, categorical government pro-^ ■ 
grams, like medicare and medicaid, offer no incentive .* 
for people^ to remain well. Nor do they allow other 
health professionals — most of whom are women abd 
nurses— to be team partners, or independent provides' 
of health care. For health maintenance, for the identi- 
fication of actual or potential health problems, for 
anticipatory guidance and counseling and/or health 
teaching, for prevention of disease or promotion of 
health, there is no coverage. 

This disease-focused medical care system creates de- 
pendencies and deprives [jeople of their rights and 
opportunities to become responsible for their own 
health. Consumers of health^-carc must know the op- 
tions and alternatives soJthat they can make wise 




choices about health matters which determine their 
lives. Tiey must become partners with providers, not 
passive recipients of brief medical encounters. Changes 
are occurring, howevef. Fortunately, concerns about 
r\ehts of people as patients are extending to women in 
health care also. i 

The decade of the 60's was a time of tremendous 
ferment and change. Em^ksis on numbers of health 
personnel paralleled the Swedish experience with simi- 
lar results. Though when I reviewed the figures, the 
ratios seemed comparable, the difference in numbers 
was phenomenal. For example, the total Swedish labor 
force, 4,5 million, has the same number of people as 
w^Ki^ve in our health manpower force. In the U.S., 
2.5 million of the 4.5 million health workers are in 
the occupation of nursing. These workfc have prepara- 
tion ranging from a few weeks to post-doctoral educa- 
tion. Three-fourths of the 4.5 million are women 
workers. About one million are registered nurses, over 
400,000 practical nurses, and about 800,000 are aides 
and orderlies, a predominately female force. All the 
sex role issues raised by Johnsson exist here in Jthe 
U.S. In some ways, Sweden seems more ac ton cdi jn 
addressing the needs of women. The prowwcms fm 
child care, the centralized annual data collect!lih|^4o 
determine the numbers of kinds of health workers 
required, the cooperative efforts for counseling, re- 
cruiting, training, retaining and offering continuing 
education and career mobility offer tempting desigps 
.:and patt^frns we coiild emulate. 
V^However, our differing political philosophies and 
social structures make one wonder if some of the efforts 
at national planning in Sweden are congruent with our 
particular brand of democracy which guards- jealously, 
individual rights and confidentiality. Despite the cen-» 
tralized planning^for all other health workers, it, ap- 
peared to me that Swedish physicians are not exposed 
to the same controls and that othgr health workers 
do not have the same educational opportunities that 
physicians enjoy, particularly at the university level. 
Ms. Johnsson has indicated that the first university 
school of nursing will be opened next year. It will, be 
interesting to observe the changes that will be wrought 
by the introduction of a new educational pattern in 
nursing. ^ ^ ^ 



In the U.S. there is a defilute trend^for nurses Jo be- 
educated in institutions of nigher education, ratKer 
than hospital diploma, schools. Twenty years ago, 84 
percent of our registered nurse stucients Were enrolled 
in these schools^ Today the enrollment stands at 26 
percent,* with 35 percent in Associate degree programs 
and 39 percent, enrolled^ in baccalaureate programs in 
colleges* and universities. Nurses^ with master's and 
doctoral degrees have also increased appreciabl^r. Grad- 
uate programs in nursing focus on theory construction 
and nursing science, advanced clinical practice and 

*specialities"in nursing: Scientific mquiry and attendant 
methodologies in ^preparation for leadership roles in 
teaching, clinical practice, research, consultation and 
admimstrati'on are integral parts of most graduate pro- 
grams. / ^ 
. Testing out new roles for nursas which expanded the 
scope of nufsing practiced ' gaiijed prominence in the 
mid-sixties. In 1965, the pediatric nurse practitioner 
(PNP) model of nursing «^practice was developed to. 
provide comprehensive well 'child services and care 

^of acutely ^d chronicajly-ill children in ambulatory 
settings. Well qualified nurses expanded their care role, 
but the nature of nUrsing was not altered. It retained its 
basic -'il^lue to provide care and comfort, guidance, 
counseHiig anM health teaching.^ Contrary^ to some 
interpretations^ this nucse practitioner was "^not- devel- 
oped as a physician's assistant or u)rs^t because there 
were ^/lor/a^ejr of physicians. Shortagj^jSf medical man- 
power,, however, -*did provide the opportunity to test' 
out new roles. The intent of the PNP: projel5l was to 
integrate into giilduate and undergraduate nprsjng 
education curriculum* the. content and processes of the 
nurse practitioner model at the appropriate level of 

. leartifrtg. ^ . , ^ 

' Since 1he first nurse practitioner program bega^h ap- 
proximately 100 others have been started and about 
5,tM)0 nu;%es° traiped for speciality and generalized 
services for care df people of all' ages. Today, many 
collegiate programs are bepnniri^tp irftegrate into their 
curriculums the content and pfopesses generated by 
the nurse fjr^ptffioner movement However, we still do 
not have enough nurses trained to provide primary 
care. We also find* ourselves with a potential over- 
supply '^^oflfhurses prepared ^t the lower "educational 
levels and severe shortages of cfinical specialists, re- 
searcljers, teachers, adifhinistratdrs-for sei^ice agencies, 
education, government and organizational work. Em- 
phksis oh .the quality, rather than quantity of health 
personnel is qow needed.. B|pEiuse,\like Sweden, we 
in the U.S. are wondering liow much further we cain 
extend our economic and human resources for health 
care. Currently we are spending over 100 billion 
dollars or over 10 percent of the gross national product 
for health purposes. The U.S. has always gjvpn^ top 

.priority to care of the sick — a very costljj^^^i^prity. 
Commitment, concerns and allocation of resopr^i ,fipr 
mairltaining health are sorely lacking. Some of you 
will Recall Martha* Roger's admonition: "Any society 
which conceiitrates its resotirces on care of the sick 



will never be a healthy society" But women — partica-? 
larly nurses — will have to take a more' active and long ; • 
term role in empha^ing health care. Fortunately there 
is a di^finite trend for nurses to remain in the health 
work force. This- trend became noticeable in the late- 
sixties and has-been attributed primarily to the rising 
economic status and professionalization of nurses. Eco- 
nomic and general welfcKre concerns are also apparent. 

-Unionization of non-professional workers, particu- 
larly in hospitals has been on th|^: increase. Some nurses 
have joined these industrial-typb organizations. Otliers - 
have chosen to join the professional nursing association — 
(The American Nurses' Association — A.N.A.) which 
has offdfed collective bargaining services for t^e past >*i 
28 years. This nurses' organlfetion decljftfes itself a ; 
multi-purpose organization for all its registered nur^ ' 
membership. It functions both as a labor organization 
and professional activity. Currently under discussion ^ 
^thih the organization is the separation of the eco- 
nomic and general welfare program so that the jytw 
fessional and managerial activities of members can 
atipmmodated. While the A.N.A. has been tradition-X^' 
ally concerned with the welfare of nurses, it also*>has 
shown considerable strength in establishing standards . 
for education and practice, in the certification of prag^ 
titioners, andrin promoting quality^ assurance. It ht^^ 

. influehtially impacted upon legislation for JFederal JiHid- 
ing for education and practice. \. . 

Federal monies for nursing education, has oeerk the 
main source of support for leadership.and post-gradWe 
training in continuing education in this counlrjY-Sie 
<precariousness, of this financial aid has serious implica- 
tions for long>range, interdisciplinary planning for insti- 
tutions of ^higher education. These institutions have 
carried the bprden of advanced training without assur- 
ances from year to year of ongoing funding. But just, 
preparing nurses to practice does not guarantee that > 
the health care delivery systent] will use them apt)Oppriry 
atcly. The pluralistic nature^ Sf our' system makes it v^ 
difficult 'to comparie the -power of nurses in practice : 

, arenas in the U.S. and Sweden, partly because we have 
. a non-sygtem of free enterprise in health care delivery. • 
The primacy of medicine superimposes controls updii . 
all other health professionals. 

* Some organizational structures of hosp^al and health 
agencies also pose* difficulties for nurses in^ practice. ' 
Some' of the new roles crj^ated for^pufses in Jthe sixties 
as pftctitioners and ^clinidians canftot sumve^^tp/Con- i 
^tribute vitally to the care of people and the. health of 

- this nation, if nurses — and women— canoo^gain cojip* 
trol oyer their practice, education and resiearch. Cur- 
rently' in New York State, a major conflict brews over 
the contrpl of the practice -of nurse practitioners and 
Clinidans. Some physicians believe these nurses should 
be; licensed as physician's associates^equivalent to phy- 
sician's assistants) and controlled by medicine. Nurses ■ 
vehemently oppos^. this. The]|r want to. be licensed 
under their own .Ntirse Practice .Acts; they do not ^ 
consider themselves physician's assistants or physician' 
extenders. -(It is a travesty||^ this country, in this day 
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and age, that a major goverhmeot siudy on n^fh 
titiohers is labelled a study of physician e^( 
Why should nurses extend the. disease nmHtiSli 
tice? Our mission, well enunciated by S 
**to help people attain, retain, and regain; fti 
We are accountable to the people >^e' secVj 
physicians.;^ the interest of care to people,; 
can be complementary, not competitive. "'^ 

Johnsson's paper reveals that Sw'edisjji ni^Si^^^liave 
great autonomy, especially in some. practice ^easil^^er- 
tainly the- Swedish inq^iels of midwifery aij^ .(^rfeild -eare 
practice deserve hi^fpraise, and Ihe r^uPifafflbw ii^^ 
fant mortality rate ^fegjonstrates that succe^.J^^H^^ 
evef, the status of nurses aS^decisibnmakers in tl^/^ 
tern bierarchies >is less clear. For exarpple, tlje career 
mobility for nurses wgj^ explained as- 'Agoing up;ai5 far 
as entering niedicineSf'^That mak^j)^ 
fession, a pre^lomiriantly male groyp/flfe 
alKhealth pro^fessiorts;. Educated nurs|€$' |n thc^.S.rdo 
not consider oils eitft advaifc'errient op vertical 
.career moblj^^. To vk, if a nurse ehtSrs' medicine it'.is 
laterail transfpra)[ice to another professjon: Until- tljere 
are more cc^lli^rnon cores of learning! ror^^ proifesS^ 
als, so arranged to allow each profesisipriai grouj^^ 
retain its identity but also be integrate(|5\ther£^^^ 
little such exchange. Practice !,yatteras^^nd*^^^^ 
both coiintries^are alike. TTife-^ktuaies ajiid^^^^ 
on the utilization ojE nurses^^pt^iig^^ 
and .distribution in Sweden ai^ vj^VjMM^^^ the U.S 




in the preparatiofl of a// health mi 
•direction to , the organization of 
Current Federal legislation knp^ 
He^th Planning, and Resources Act 
gional planning, but conceptual frarne; 
muit be developed. If liaftonaf 
s onl/ tljgj^;^j^^ 
wilj^.e se|iousiy^i0fic 
e^ds of people.* and cre^ 
disaster. BoikSweden^fl 
of a century^of exp^i^ 
learri from histbiy witH" 





aii|id give 
re services/ 
the National 
uld foster re- 
pr health care 
3Hcy for l^i^th ad- 
b^c care mids, the 
[n%ieeting the health 
economic and social 
d have had a quarter 
ould hope we could, 
gating It.. Certmffl>rnew 
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iphasis 6fi research : info: cljlricjkl^pr^ptice 
and quality iasSuri^nce are,.verj^e^jd&^ 
jn systems of care and e^ucation^N^ 
jjjfSafes to iM^sure pa^ie^r.full^iiorMK^^ 
iftipnal effor^ ta de^vel6p'*ci^c|r|a[;,||1^ 
!VdTCy process^ aiid' outconie 'are -ja^ 

ithe American qjursing sce|l'e/^'e$|^^ 
practicf.A*pmbiem? v/lAcUy^^f^si/^ 
iptcragt^n^^^and^lbe^^^^ as deter- 

mihedj^by'.^the ^fa^ of.|h^|ja^ent; the family 

^d commuhfty ris^^^ field in 

nuTfSng^All' university ^nd iTi|biyi;|i^eg^ of 
»nursin| enuifierate; a gparof ;^i^t^^ for stu- 

?dehts'~raitij:f^^ Prodyctio^^rp^^^ s^jjtjcated studies 
to ex](|j^the Ibody of knowjeci^^ajbojii ^ in health 
andr^lness'^^i'sitili rela University of 

R^hester Sp^oqI of Nurjyrig, recruitment of basic 
students focuses on attracting scholarly, career-minded 
students who wish to learn how to improve practice 
not irferely to ifpm how to practice. 
Outtpok fbr .the 80's: The majoij problems for the 
future of women in the health care system and for^this 
country itself arc related to: 1) the enunciation bf a 
rational, national policy for- healthy 2). the' need for 
new conceptualixations about health, and 3)^the recog- 
.ilition and wise utilization of the potential of women — 
particularly profc^c^nal nursed in hdalth carc^delivery. 
Enunciation of a Health Policy: Hopefully, there will ;^ 
be a national commitment to a health policy which 
will help guide tlie^-efTorts of educational institutions 



ways to view health care are in order. 
N^ew Concepfualizatiojis ^jybput Health: The social, 
. cultural and economic values of a healthy. rPopulation 
have never been calculated. iHHl|||^as copcep- 
tualized very narrowly in ^I^HRHjo^Iy ^^ al)sence, 
of disease. In the sixtie's, ^^^D^^Brged as a basic 
ri^ht. Now, health ought to|^^HHp as a meShaitism 
for social change and an in^RMiVcomDonent of our 
national human resources, to be valued an(Lconserved. 
positive outcomes of promotion of health, the joys of 
jbllness, the prevention of accident^; disabilities and 
ase deserve as much,, if not grefiter, attention as 
of the ill. We, as providers, must give health care 
;hts back to the people. We, as providers; nifrses, 
physicians and others; have taken responsibility for 
health c^rCj-Gf- our people upon our shoulders. Their 
hefalth is their responsibility,' not ours. How they live, 
every day determines in large 'part their capability 
, and copeability for good health. Our responsibility is 
to help ^them% understand the options ana alternatives 
^ • so they can make wise choices for their own lives and 
; those of their families and communities. To do this, 
^ we as a nation must recognize the great untapped po- 
tential of women, particularly nurses irl at least one 
speccific health care arena, primary care; 

It' 

Nurses in Primary Health Care 

. Delivery of health care to 212 million .people in 
the U.S. will require tremendous emphasis on primary 
care delivered frop;! ambulat^ settings. Kerr White. 
(1974) explains the health needs of most people in this 
way: 

"the vast majority of transactions between indi- 
viduals and health professionals are essentially 
problem-solving encounters that take place i#an 
open system. Most patients initially present an 
amorphous array of problems, Symptoms, andlbon- 
cerns. These have to be articulated, organizedp^and 
understood as the'basi.s for a compassionate. Mi- 
entific, and sensible course of action. Most ill- 
nisses, be they acute or chronic, major or minor, 
■ reflect open-ended problems of living and dying * 
for whiclKthere are few specific pures or definitive 
answers. Treatnjent is* largely '^portiye; .it almost 
always involves choices and '''^ j^peasur^r •'of am- 
biguity and uncertainty. Each encbunjer is part ot'Wf- 
. a continuum that draws lipqn past experience in 
order to look to the future. That future is more 
than the absent of disease: iUs the ability of the 
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individual to function as adequately as possible in 
- sia intperfect world^iwith as little pain and distress 
as cdn be managed for him and those around 

Professional nurses oUgrit to emulate the apothe- 
caries in Britain who in ^the 1830's rose up and said, 
•*We a body of meii who ^xist because the wants . 
o£jpciety hl^ve raised us up.* group men be- 
c^fe'the general medical practitioners of th^lBneteenJh 
ceinfury. What I am proposing is, that professicjfcl 
nurses become the general health, not medical, prac- 
titioners of the twentieth and twerity-firpK I 
believe professional nurses, prepared both spientifically 
and professionally, can help people assess their health 
strengths, and identify actual and potential health prob- 
lems., People can be taught to manage their own health 
resources, and develop appropriate health-seeking be- 
haviors to use the services available, such as those of 
nutritionists, ;ip|hysicians, social workers, 'etc. But uni- 
versity and collegiate schools of nursing will not pro- 



duce nur^ who are ^pendent on or dominated by 
medital d(>ctors. Univc^isity educated nurses, most <rf 
whom are^ women, watti! autonomy, and control over 
their own practice; th0y;also can function successfully 
and interdependently because they know, are conmiitted 
to, and ini^ed are v^l»ppy with their own profes- 
sional an(M|>ersonal roftffi^ 

New ^pPas for wo^ni:in^the healUi professions sire 
before us. Those iiewr. vistas hold ^eat hope for 
women everywhere iiT the world. ' 
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The United States health system wo^ild havesaa lot 
to gain by incorporathig. many of the aspects of the 
Swedish model into our system. 

Today, day-care centers, inservice education pro^ 
grams, career ladder upgrading, workers' responsibili- 
ties and involvement of workers with management and 
decisions, are all steps needed to improve the United 
States .health system. 

We, as womdii health workers, can begin to incor- 
porate these advances into our work situation. For 
example, the majority of women health workers are 
nurses, dietary and laundry workers. The women most 
Iflected by our discussion today are not here. 

One of the major problems to increasing the utiliza- 
tion of women health workers in the United States is 
the consistent and systematic denial of power to women 
in health work in decisions affecting our work. There- 
fore, as an effort to incorporate pther women health 
workers into this colpferetice, this speech was written 
collectively by a group of women health workers. 

Although we can learn from the Swedish model, to 
fully utilize women health workers, basic structural 
changes in the United States health system are needed. 

We must look at the whole structure in order to 
prevent ourselves from manipulating women M|irjcers 
like players, leaving the system the same and thus not 
improving the.'care received by patients. 

There aro&ur basic structural changes that ipust be 
made in the health care system in the United States be- 
fore our skills can be fully utilized. By "fully utilized" 
we' mean creating a system which allows women to 
•work at me^ingfjul jobs which develop their creativity 
and use theiKpotential fully. TH changes needed are: 
1) the elimination of the profit motive' from the health 
care sy0m; 2) the control by healthy workers and 
: con^mers of decisions regarding the health c^e sys- 
V tem. Seventy percent of health workers are v^cny^o 
this specifically means inclusion of women hea^^work- 
ers in the decisions; 3) the elimination of r|Cism> and 
4) elimination of $exisrti.from our society- "^Although 
\ tliese are certainly broad goals, they represent the^root 
*of the problem. \Jn\tss we dea\ with the basic cause, we 
will have little success in solving the problem. ^\Vheh 
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examined one by one, each problem shows why women 6S 
health workers are underutilized. 

Pint, the Elimination of the'QblS^Mo^ 

At the present time, dedsions, ^BollMfealth ca^re 
are frequently based on economic concerns rather than f 
concerns about the best way to deliver such care. There 
are many examples of economic concerns taking prece- 
dence over patient care needs. Prevention' of illness is 
not practiced in this country for many reasons. One 
primary reason is the potential expense of providing • 
adequate food, housing, safe and meaningful work,j 
and an adequate income. Drug companies and insurr" 
ance companies make huge profits at, the expense ^* 
our illnesses.^ However, the most relevant^ exam[ _ 
to my discussion today is the current developm'ent>of 
Health Maintenance Organizations (HMO's). HMO^s ' 
have intensified the relationship between profit and ^]^^ / 
utilization of health workers. An HMO is simply.^;'-^^ 
organization, friJuently a large corppfaticm, vM 
agrees to prow^ to the cpnsumer a ' pii^ditermir 
group of healt^ervices for a set monthly f 
In an HMO,. thk provider of hc^alth care 
paid in advjince and will recerye a set fee w 
patient uses the services or ridt: U^^^^ such 
the system h not utilized, the pr^der makes a 
profit. There is a natural incentive, therefqi 
providers to saye money^ in two Ways: First, • 
back on services or make services hard %r ;patjel,^ ^ 
obtain; and second, to cut down on s^ff arS, foiF^ 

exdfhple, work speedups where no repac^ehts ^rc^ 
hired for workers who leave.* Another economy me;^suJ|e. W 
is to employ LVN's'instead of RN's and nurse prd^^A 
titioners instead bf ioctors. The incentive her&^}r'^»*-^ 
to improve the utilteation of hejjWi workers but t<r^ 
money. Which of us is eipplpvgBp determined by . 
prke, not by our skills. HMCy^e a key featura 
-•all congressional national health insurance bills fi 
W are se^ as ^ curegpr the health care system. There- ^ 
fore, our future ^Miealth worker^ njpibe to work in" , j 
facilities even more understaffed than they pregendy 
are and to be forced Jnto situations making iis \york " 
above our level of competendfc merely beeau*5 it 
* che^ /. . * / 
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We will not be able to provide adequate, patient 
care under these conditions. HMO's are just 'one' ex- 
ample of the direct effect of the profit motive on otir 
jobs. We cannot improve our working conditions or otfr 
performance until the profit motive is eliminated in' 
^he health care system. 

Next There is the Problem of Decisioninaking 

• 'Power '''' / ' 

Seventy percent of all hoalth worlds in the -United: 
States are women.- Currently an<P^^ig^a|l^^^^^^^ 
— -fr health Tflsurance proposals; thcs^Mi^OlR^fi^e^^^^^^ 

have no control over the dccisions/-(gj^^i^w^i!i(^^^^ 
and the manner in which they use thei? sldlls. #e cafe 
for patients twenty-four hours a day, frequently know 

• best patient needs; yet we have little input into decisions 
70 affecting their care. Frequently, patients never benefit 

from the skills in which w^ye competent, poc^x- 
; ample, nurses (that is RN's,^yW's, and nurse aides) 
db not have time to provide health education to pa- y ; 
ticnts. The nursing staff operates like assembly line; 
workers with no relief time from scheduled duties in 
which they. could< offer extra help to patients. Thik 
lack of control over the structure of our daily wock 
alienates us from our occupations. We must rely on the 
benevolence, of those in controT-'to determine -how our 
skills- arc implemented and improved. In the past, as 
most wom^n know, those in control have not proven 
t to be behevolpnt\iDr understanding. 
. Xp "increase our control over decisions made %i the 
healtli sysjc^ the following. 1) Workers 

Jmist b^^^^^^ the workday to share their 

^^m^6n*(f^^ to solve problems and to imple- 

^^jijient changes. 2) Since we are responsible for jip^- 
'Viding? direct care to patients, health workers must 



^^^^cfbntinue to struggle ta gain control of the decision- 
f^,„/7 mj^^ wjiich regulate bur joW '3) Patients 

' * are^; the who understand their neeas and how to 
q|ccl;'them!^?jWe need - to participate ^long with con- 
in^^e democratic management of our institu- 




QuF Third Problem is RaeiiSm 

.^ .p^eople of cplpr .within, the health system have the 
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,h the least status. They are fre- 
rLy<h^^s while white women are 
s. Ninety-seven percent 
ws^ntcTi pf ^okir work under the 




^ay -disregard or .not 
cflpitributions about 
ivided, arguing between 
tfecting^8^jr^dwrl small, space instead 
er'^ta^^g^ork dollectiv^l'y^^^ our 
-Avitfe^&cl^a^i^^^^ 

'T^,^!?iaJ^l>;', of usMieretb^^ 
^authority ovec"mihorlty\wonifl«^ 

selves.ahd hpw wc^wprl^i 
omen.\W^are^ part'o(.tJ^evprc)blem, li^ng 
ociety. *Changj»^c»h begin with 
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• each of, us. We caijtegin by including the entire sjfffl 
in decisions about patient care and staffing. 

The basis of racial division within the health system 
is ^anctiorlediy institutional racism. Third World ' 
women are cowiseled i^|<rlow leyel jobs. For example,,^ 
our^high schools pro^e nurse aide training programs. 
Women of color are Counseled into these programs;/ " 
white women ^re counseled to ^nter college prcpafatocy 
courses! Institutional racism is made worse by other 
attitudes! such as that minority people are not as i^uali-; 
jfied as wjiites /or their jobs, r^ardle^^ of their educan 
*~ tippT Ofteli tKdse women who nianag^ to^^^^^^ from 
. our professional schools are . p%c^ socially, . ; 

■ pr^prpfe^^ isolated oi|^;^ci^- jobs^ ''serves 

" to^epp our sisters of cbrc^i^^ low' 
/ t?aid, leaving them >vithi^m^^ . 

care for their children 9tid;W 
, ; schooling for themselves, Air^thejr 
^ up trying to survive/ pay ifife j^^ 

• and struggle against the racism they face. "^^^-^^^^^ , 

The lack of minority women in the lioensed^H^th* 
professions greatly affects the health care received by 
all, but especially by minorities communities:' Thejna- 
jority of Third World people have low income^f^d 
therefore, have the* highest incidence of illness, TTiey 
need health services the most. Since the majority of 
licensed health professionals are white, even fajjithose 
Third World people whdMk) obtain health care, mere is 
a cultural gap and langul^e barrier between the worker 
and the patiei^J. 

We must not support a society that divides us along 
racial lines. We have foi^too long^watched'our sisters 
of , color suffer from both racism and sexism. In order 
to improve the utilization of women in the health fields, 
a strong program to recriHl women of color into the 
licensed health professions must begin in the high 
schools. Priority must be given to women of color for 
admission into health schools, forNhfey are the ones 
mo^t underutilized. A career ladder,, as in Sweden, must 



-c^teb!<shed giving women credit for ll|)eir 
rienc^ and -passes provided at timeillB 
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perienC 

working ,vy^omen. ^ 
And'ffiiSlly, women of all colors nel^lRre^^inze 

the strengths we hayc if we join togc'rtiff §ind collec- 
tively w&ri: for. change. ■ . . • 

The Fourth Problem Needing Change is Sexism 

Expectati)^ns of what women wbrkers can do, should 
do, and are capable of doing are determined by sexual 
stereotypes. The fact that~93 percent of doctors and ^ 
80 percent of administrators are men^hile 98 percent 
of RN's and 94 percent of nutritionists are women il- 
lustrates this^^tereotypin^ Women's work is not valued 
in the male hierarchy which ev^ates jobs in terms of 
status, saljfiy and powei^. Although the women's move-* 
ment has hejped to .make people a^re^of society's 
limitations/ oh- women's opportunities, liffle has con- i 
creteljj. thanged to alter women's position. 

Sti^ti^tics show that women are underemployed, un- 
derpaid ai^d still bear the brunt of ^fcusework and 
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chad care. Whig|[ <ve talk about increasinape utiUza- 
tion of womett|^^ealth workers, we canSot serarate 
their jobs in ttil' e^ sphere from their rofes as 

housekofi^^era, afai^^ Chase Manhatten Bank has 
^^^^n^ work an averaig^ pf^ 

^Toajority of women heal^^ork^ 
ijobs. 



g«3l;#^ to^all types 

rraieiWr i^i*^ provide thfe follo^g. 
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■are at all places ofi^ftemployment. 

cannot Icompete in ^he. ;currj2nt job- 

_E the/ are responsible for child care 
me time as they are required to be at 
his is a classic double bind for women ' 
._iO want to work or must work yet do* not 
want to leave Uieir children in precarious and 
changing care situations. . 
^2^ Womenthouteworkers should be paid for their 
labor. TTiis concept must be supported by. our 
educational, religious and political institutions. 
This recognizes it as socially useful labor just 
as a hired housekeeper is a legitimate occupa- 
tion which eanft a salary. 

3) The narrow ideas, concepts and prejudices 
about women's roles and abilities in our so- 
ciety are currently supported by our religious, 
educational and economic system/ For exam- 
ple, thOj media continually bonilULrds us with 
the in^age of women as sex objects, corpora- 
tion? sell their products using women's bodies 
to entice the buyer. Hospital shows on TV and 
the movies plaCfe the male doctor in the domi- 
nant role. He .is making all important decisions 
and is ordering female nurses to helfi- him. 
Fields in which m^men predpjimnafe^ tflce th^* 
drunt of thiese stCTeotypes. The society must 
take responsibility to op?n?^np the definition of 
women's role^^and to present a ^berated view 
of women's, position. 

4) Society values te<ihtiical, objective and scien-/ 
r^FRt^facltf;' values traditionally viewed as male. 

. tliis 'must be countered and value placed on 
' 'those aspects ot society that are labeled **femi- 
ninc" or "women's work". Some-of the mo^ 
positive aspects of women's work are exempli- 
,jff fied in the wo>k done by nurses and other 
;f V patient care givers. Caring for patients, helping 
patients to manage their daily activities, help- 
ing the new mother with hereby, ai^^Kvery 
"feminine" activities. All ' fifre ipi^r* positive, 
creative and necessary. There rittJst be an inte- 
grati6n of the positive aspesjgits of feminity into 
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our values. A transformation of people's inner ^ 
world is not an easy process but cad. be done ^ 
if supported by our c^K^e, gdyenimiyi^ 
institutions. / * ' 

5) As women health worker^ Contacting many inv v 
di\dduals in patient "care setting|^{we j^e tiie 
opportunity to communicate nw jyb^ 
ideas of women. We see thislB^' a .irwpon^ 
biKty fpr all of us whenevgS!^<ilj^^pOrtum^ 
^arisesr ■ * . ^ 

In conclusion we do^not support tjlie-^^ of assunila- 
tion of women jntofthe^ current tieiai^ system but 
ratiier to change thaijf^^^ 

policies and progranH which would improvd' the utili- 
zation of women in; the delivery of healtii care in the 
United States are: / / ' 

1) Healtii care must be defiyered in a system 
where patient needs and the quality of health 
workers* lives are the priority, not profit for 
companies and institutions. This would call 
forr^fcistribution of wealth and a socialistic 
ecoTOmy and health care system. 
All health care institutions must be controlled 
by workers of these, institutions and the people 
who use tipm. Ev^ry pefsoh would then 
guaranteed^uality health care and a meaninj^ 

thil job. % S- 

Free quality day-care should be provided at 
all places of employment and ho|||eworkers 
should be' paid for their labor. 

4) A strong national program to recruit and re- 
tain minority women into health science 
schools. All should be given the opportunity 

ijp for education and career advancement. />• 

5) Time be /llowcd on the job for health care 
, workers to come together to discuss common 

problems, concerns 'and solutions as well as 
to take continuing education classes. . 

When these above demands are realuced women will 
have gained more than greater access t&'^health career 
opportunities. We will have a health system that is 
truly humane- to those it serves and to those it employs. 
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Synopsis of llKjor Geographic and Pemographic 
Characteristics 

Australia's land mass is just under one-third of U^t 
of North ^tierica, about one quarter the size of 
Africa, and, as a country or political entity, about one- 
third the size of, the USSR. Its ' population^ (rf ap- 
proximately 14 million people is concentrated in the 
temperate climato zones of the coastal strip, and further - 
concentrated in the ty/o major cities of Sydney and 
Melbourne, wh^jL betweeojjbem, accommodate about 
one-third of the^tal population.^ 

In these cities there \i growing evidence of problems 
associated with high density living, while in other parts 
of the country the problems, are those- of isolatton. 
Those living in relative isolation in general live in^ 
climatic conditiohs associated either with extreme.^eat ^ 



and low rainfall, or with the "wet" and "dry" seasclis 
of the tropical region. Thus^the population is bdrtij; 
dlncentrated and* scattered throughout a relativelg^t^ 
large poiintry \Vhich overall is about two-thirds desert ' 
with* a significant tjopicat area^, a -relatively small 
area of less than one-third>of the^ouatr^^ a tern- 
perate^imate. ' ' ^ ' ' > '^^ ^ 

bclsirends in ^pulatrgn structure at^ similar to ' 
ipther western itiqustriai societies with a de- 
^irthrf^tc- ahd'a^ ^Sfc, resujt, what might be 
aging population, A significant feature has 
only-a Jdillne in thb W rate but also "the 
r a hj^ proportion of ferU^ t@fbe com-# 
into ages iO-29 rand] tjie striking . declinie, in 
age at marriage^ — espedtally for females :%n 
jprtant related aspect of new trends in population* 
is the increasu^ hy^enc^ of married women 
Jjii the work-force, [alflfc^h^* insufficient is known about 
pthe chenlisfry of thi^'tSpi^o indiclate whether it ^ a 
consequence of early .ma1^t^|^ 
ily building or whethei^isyi^-^^^ 
ing has been initiated .^^""'^ " ^^^^ ^^^^^ 
the W)rk-forcB during 

^Pfinal point to noted^i „„^._^ 

demographic strucdB is the change in ethn(d;>c^^abt^^^^^ 
istics. It has been^^tii^ated ^ that there were/ &out 
gne quarter of a niillibn i^ii^riginal people scattered 
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throughout Australia Jin 1788, when Captain Cook 
raised the flag on behalf of Britain. The initial British 
population, mostly convicts at first, followed by "ftte" 
setHbrs grew slowly to about five million in 1939. Be- 
tween 1945 and 1950, apart frotp British immigrants, 
settlers arrived from Germany, Holland, Yugoslavia, 
Poland, Italy, and in more recent years, it is probably 
possible to finid ^^ople from ntDst other parts of thp 
world living in wRat was initially intended to be. an 
outpost of the Bfitish Empire. Thus, particularly in the 
las; thirty yeare, the ethnic origins of the population 
tis^e become more diverse and with this diversity has 
come an increasing awareness of the indigenous Aus- 
tralian—the Aborig^— and a challenge to "the tra- 
dition of egaltaria^M-' which- has been in 
Australian society;|ar a century [but whudiJstil narrow 
tradition, realiU^^^'^plicable to white' Anglo-JSaxpn 
''^^Vyrotestant n^e^, ljut intolerant of diyerdto and ec- 
" centricity." f mff^'- 

Issues m'H^th 

Issues in Health in recent years have been t^Och the 
same as those of other industrialized countries, the 
. niain "killers" being:;:^li^eases of tfie ^cardipvascular 
system, cancer and r%a Occidents, Infectious diseases 
such as diphtheria, poliomyelitis; measles,* \yhoopipj( 
coygh.^ave -been more or less (eliminated, and T»B. 
controlled in most parts of the cllliitrysJLcjprosy con- 
trol programme^ ar^ sti}lij^ri%^jgsfential part of health 
ca^^ in areas^v^di^ ^he Noi&ern.^^ wh^re 
populations afe pr^jj^inantly of Ati^ginal origin, as 
are programmes whicn^^^ocus on fwtrition. In urban 
areas partid(|^i^, nutritional eduirai^h empha^zes the 
problems of^»cy«tfary pattern||^ulting front a 
rather than a Pow- standard:' of |^g, where proc 
and pre-padfeed foods are tt((Bb^||^a:m. Preventive* 
grammes focussing on the'^^ds..of excessive 
/ sumption of alcoh^, the hazards of itopking, and edu-^ 
<^4tibn on the effects of excessive of'common pain 
' filters such as aspfian, have gaiin^^ ground in recent 
•ypW:^ u . ■ • ^ ^ - ^ ^ 

In: a|| these instances, \yQrk ha& been and is being 
dire^te^'^i^t^M^^ diseased; ^d it is 

pTQh^^i^ 'ot^ Co3^teen yea>s qiat. the 
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concept of promotion of health hasJ^un to gain any 
4 significant measure of support. Cl^ly, promotion of 
health includes prevention of disease, but the concept 
of health maintenance, ^ven with inevitable episodes 
of illness is still an emerging concept. . 
^At a recent conference with about sixty participants, 
each with a slightfy different interest in health care, it 
was interesting that no real agreement was reached 
on, what, health is. One reason for this was that-those 

t- present did not wish to spend excessive time on de- 
bating what could become simply a philosophical argu- 

ment when questions relating to-action needed to fill 

in gaps in the existing health care system had to be 
sorted out. Yet a^fundamental issue kept surfacing and 
. remained unrescwed, namely, the articulation between 
V cultural and socRn definitions of health and illness, and 

74 definitions based solely on medical knowledge. It is 
significant, however, that the coherence recognized the 
need to encourage community participation in the- plan- 
ning and delivery of health care. aJid' supported recent 
. initiatives wludk have beei]^||K^ help maximize 
decisionmaking: powers at Ihe^oi^nt of delivery of the 
service. It would appear that the con<^pt of comifiunity 
^• determination in relation to the methfed of 'delivery of jt 
health care is gaining support and to the extent that^ 
this is so we shall probably see greater possibilities 
of^artiiwjlaj^^^ cultural definitions of health 

wraii^^^^^t% kilbv^ledge of health care workers. In 
the pro^^^t is possible that separate delivery sys- 
tem^ A^lljitf established ior specifle groups and in' fact -r 
this has occurred -recently with the establishment of 
Centres which aim to deal with the specific health needs 
of women. At^he time of wri|||g this process was 
ftujttier emphasized by a grant |o the Central Australian 

h Awriginal Congress to "investigate ways of establish- 
ing an - alternative community-based health project 
whi6h could serve as a model for the re-establishment 
of a healthy way of living for Aborigines in Central 
Australia.*" ^ } ^ 

The intention of such initiatives is Mot to establish 
a plurGlistic ^^|aety in the sense of "a society com- 
prising two ^^ore elements or social orders which 
live* side by side, yet without mingling, in dhe' political ^ 
unit ' ^ but rather to "loosen-up" the existing system 
in such a-^ way that he^th care delivery becomes an 
"open" rather than a "closed" system, able to. meet 
diverse needs. Thus, Australia seems to b^ moving to a 
system of health care which is suitable for ^population 
of divferse ethnic origins^ even though those of n<~Avhn 
aretconcemed with health car^*inay jaot yet be-iaXposi-* 
tion to identify clearly some bf the implicafilons. 



en in Society 

publication "Women and Society, an Australian 
%tudy^ referred to above deals with. "Women a§d So- 
ciety'^; "Work^^Tducation", and ."Public Life" as the 
ur major secfjjbns of the text with an Introduction 
dealing with "Sex and Inequality'^ and' a Conclusion 
which, looks to "Wbmen and the Future". It is not 
intended to review the book here, but it is recom- 
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mended reading for anyone wanting to gain a greater 
depth of knowledge of women in Australia. It comes 
as no surprise to many of us to read that: "Australia, 
is still a man's world, and the situation of twentieth- 
century women is still one of subservience"; ^^iThe 
great lay|^which presides oyet th©jj|jUffe|ggtiatiQn be- 
tween male and female occupations . . . is that of pav 
and prestige".® ". . . the existence of teaching an 4jiur jy 
r ing as easy avenues to employment of semi-profopional 
type, l6r which girls are encouraged to opt, sSr/e 
delay the process of diverisification." ® And 

. ^Vhen womero do succeed-in entering politics^ thcir-^ 
chances of ;success depend on conforming to male 
models". It all soun<|s so familiar but at' least it's 
nice to know that onjs?*.s feelings on the subject are 
neither a figment of tl^ imagination, nor isolated to 
"odd" individuals. 

Yet women in Australia have been responsible 
singly, or in groups,^fbr reforms. In a speech given by -4 

4he ftrime Mini^t^r on International Women's Day, 
1975, he remiild^d his audjence of "the great Seam- ^ 
stressed' strike of 1882 ... (which) led not only to an^ 
impi;}3yement in the working conditions of their own 
industry, but^ to a general, investigation of the condi- 
tions under y/l^h both women and men were labour- - 

,ing."^^ Thes.resu||^as the introductjbn of legislation 
aimed at protecting workers in general. A similar 
theme is found in the final chapter of the Enc^ study, 
where it is suggested that the^growth of feminist con- 
sciousness m0f make a significant contribution to the 
future shaplrof Australian sodiety because of its re- 
lationship to and implications for the broader questicm 
of social diversity.^^ 

Women in Australia, then,* have been and sti^are 
subject to the realities of inequalities ofr O|Mp|u^ ; 
based in a fact of life which stenui from 0l616gical 4 
, realities, but based also in social practice which is 
neitlj^f ; inevitable, nor unchtHigealjiB. In equalizing 
opportunity forJjfp and living for ^Rnen it isMn^e^^ 
to jbe* hoped th^there will not bc j^a new imbalance 
created, but rather tha!t.^e^jfi3tt*^sec an enrichment of 

^ociety througti^ recogniticm of social diversity in all 

^t^cforms. fp 0 

Siunmary 1 

background picture, then, for t])e functioning of 
aiiy national association pf^ealth workers caii . be 
summarized briefly from the araye thumbnail 3}ce^l^s. 
Any such associa^n is working within a framework erf . 
a large country wiln a relatively^islialt population whicl^~^,»; 
is widely^dispersed and both is olated in rmral and oui- 
back areas and concentrated in relativeljVhigh density f . 
urban are^s. The health issues are those of similar in-^ o 
dustrial societies, yet social chang^and an increasing 
recognition of the varying . ethnic baif^kgrouhds of *the H 
country'^ population^ is beaj on an , 

interpretation of health and what it ^^^means withii^ * ^ 
helerogeneous sodety. Climatic^ condlSpns produc9||T . 
\.j|Euige of tropilial dlisead^ n^^ a 
society of predominantly European origin. Tifese faci^, ^ 



4 



ERLC 



^R^^coupled with a concept o{ health promotion, rather 
than just disease prevention, add to the problems of 
articulation between value systems held by groups within 
the country, and current medical scientific knowledge. 

:' In additlin there are changes being wrought in the 
traditional attituAi of women in society, for women 
are seeking not only equality of opportunity with men, 
but it would sieem thai there is a change in family 
building— patterns being initiated by' wives who want 
to retunyiH^e workforce in their early thirties. The 
veQfj l^h^'quality of life^' is being reinterpreted as 

- — Aust^a moves from the- dominance of the egalitarian- 
isni of the white Anglo-Saxon male Protestant to a 
society which is somewliere between this monolithic 
concept and the separatism embodied in the pluralistic 
concei^t. 

^rganizatfoii of Health Workers Represented 
wiedominaiitly by Women / 

^ There are two basic alternatives in Australia for the 
organization of health workers — organization through 
professional associations which may or may not have 
a legal standing copferredP^ under the law, sUch as 
• under a Con^fimy Act or organization through the 
legalistic unibtr structure of the country. I»r the main, 
nurses, physiotherapists, social workers, speech thera- 
pists have, m^'the past, chosen to identify with the 
professional ,psociation concept rather than that of 
unions, and iii some cases, the professional associations 
have re8erv0ik the right to apply educational standards 
for 4bmbership, such membership being in many in- 
sti^ces an^'sential criteria for right of practice. How- 
ever, mojjt df the occupations in which women are-Avell 
represenjpd, such .^s physiotherapy, are relatively new 



a group of health workers comprised mainly of women. 
Although not substantiated by iresearch, it is our belief 
that the knowledge and skills of nurses aire fully avail- 
able to the community because nursing is "women's 
work" and, therefore, shoufd not reach its potential as 
this might threaten the predominantly male occupation 
of medicine. The struggle, then, to go further and im- 
prove the knowledge, skills, and the utilization of nurs- 
ing personnel becomes harder than it should be. The 
one occupation which has'% role independent of medi- 
cal practitioners is social work, and it would seem at 
present-as though socialr-workers, who are-4«5edomi-_ 
nantly female, find little empatjl^ with either cloctors 
or nurses, and much frustration in relation to. attempts 
of role redefinition. , 

RANF is working currently on what can be identi- 
fied initially as two . fronts — the professional an<| the 
industrial — ^for, unlike most of the newer occupations, 
nurses are reluctant nowadays to be represented in- 
dustrially by multi-purpose or industry-wide unions. 
Throughout Australia we have a number of mala 
employed as industrial oflScers, responsible for pre- 
paring and arguing; claims for improved salaries and 
conditions of employment. This appears to be a hiq)py 
working relationship, and certainly one which has been 
beneficial to--nurses. Perhaps this is because these men 
help us Vb 'coijpife ! t^ with our md|e traditional 

at^tudes, basically female attitudes whife^ are associ- 
^^^^^psely to the traditions of nursing, and as such, 
with us in changing attitudes to a more balance4 
_ 5ctive. ^ -. / Dfc- . 

A more balanced^ perspective coul(^|y|d|]^i^^ 
one which recognizes^ both the commuriny^fited^^^^ 
]the right of access ta the health service on a continuing 



occupations, the major exception being nursing, and /basis, and also the rights of the workers in that service 
the remainder of this paper will deal with nursing /'^to wage justice and to conditions of employnient com- 
which is curreptly striving to maintain and improve it?^ parable with those of .other groups^ ^^workers in th| 



position in .the industrial ond the prpfessioqararenas.^. community?* In a (%p»rati6*^^ policy statement is^^ 



The Royal Australian Nursing Feikration (RANF) 

RANF is the only national association of nurses in 
Australia and, at national level, it is registered as a 
union able to represent nurses employe^ in or in 
connection with the industry of nursing. [The picture 
is not quite so simple as that, but, suffice xi to say that 
on the whole negotiation of, salaries and conditions of 
emplo3nnent in Australia is carried out wjinin a legal'^' 
framework which makes it possible to gain an award or 

« determination whic^h covers all relevant employees 
ithin the jurisdiction, rather than having to develop 
a contract^oit^ltoiJnstitu^ Registrailon of an 

organizatioitj^i^^ the appropriate^ act; pr: at least 
forni^ recdj^fibn, is an essential featurejit tlie right 
to^t^esent a group of employees. It is roRvdy easy, 
^ too, to "unseat" a uniwi if it does not oSmply with the 
. requirements of the act, or if its membership sinks 
belDw acceptable level. . 

The quotation used above about nursing as an wKky 
avenue -of employtiient of ai semi-professional type" 
^ sums up very eloquently the disadvantaged situation of 



by RANF in JulyCf93^yJt was stated: i| 

"th£^ the public still takes the services of nurses 
for%ajited, ; , 

— tHat the expansion of hospital and community 
health services has been at the isxpense of nurses 
who are ^e key ^orKers in thetiealth service, 
— that the true worth of nurses' has never been 
Properly assessed, and 

^^^?X unles!^medial measuiis are introduced 
urgently the hospital and health services are in 
grave danger of collapsing."^' '-^y^^^r ■ 

Ri^NF stated its intentf to chanfe atti]£^eff4ndJtQ 
achieve positive results which would improY^e standards 
of service and the lot of nurses. * ^ ^ 

Diiring the course of subseqii6ht vip^piifi^^^ the pres^ 
sure brought td bear on nurses to join ""r^al'* upons 
increased considerably. "Real" unions are s^l by 
those who api^ly such pressures to be unions of greater 
numerical "strength comprising a wide range of 'em- 
ployees working in the health industry and concerned, 
only with industrial issues. Certainly, some nurses 
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prefer membership of such organizations while others 
have determined, either by preference, or through 
apathy, -that no organizational membership is the de- 
sirable state. Whatever the motives of "real" unions, 
RANF believes that their claims are false, and that the 
absorption into such organizations would disadvantage 
nursing still further and do nothing to improve the 
equality of health care. In some ways, then, ftANF 
initiatives, as an organization ..df health workers, com- 
prising mainly women, could be seen as both rearguard 
action and a jump into the future; we are fighting 
:-the -danger-of absorption" and loss of identi 




moving into a situation of strengthening our id 
to enable us to function with greater confidence 
equal among equals in the health teani. Qearl^ 
two are closdy related biit in t§rms of fcmphasia 
76 the positive drive into the future which is absl 

most our energies. 
The drivt-itifiPlhe future has inv^yed us in estab- 
lishing a national journal to provide a basis of com- 
munication, developing, in association with other in- 
terested groups, a report on goals in nursing education, 
increasing industrial action for wage justice and aijpro- 
priate conditions of employment, recognizing bur politi- 
cal power, without alignment to any particular party, 
and using it tb gain nursing involvement in decision- 
making arenas, and taking steps to reverse a "top- 
down" approach to policymaking to a conimifhication 
flow which synthesizes the knowledge and slcills of the 
^ leadershipjpath those of the rank and ^le. The drive, 
into the niture is involving us in developing better 
communication at the organizational level with other 
* groups of health care workers with similar interests 
and greater involveil^ent in the wider issues of health 
care and in the general union field.* In eac^of these 
activities, there is a fundamental belief, thidwhile we 
may be labelled at times as d^jant, the. response of 
others will be determined to ^jif^QXiQnt by 6m own 
defiriitioaJbf ourselves. Therefore, we ourselves must 
think through who we are, and what we are in relation 
to others with whom we work, be they other health 
care workers, clients/ paitents, policymakers, or what- 
ever. We cjnnot lay the total responsibility at the door 
of others tor^hat we are or what we will become. , 
Tn this process of rethinking, it is as useful for nurses 
^ :to pool .their resources in their own organization^ just 
as women have.found it helpful to •organize as women^ the role /of nurses by strengthening the identity of^urs 
However, we sh^ll not survive as an id^tifiable entity ' 
if we do not also reach outside of ourselves, anAthis 
precisely what RANF is attempting to do-^straigthen 
oiif . identity and reach outside. In reaching qjttside of^ 
nursing we are attempting 'pot only to cQmSunicatel 
with others of simil^f interests, but to pHbipate in 
the" widei; issues '6f health. This latter pairo^ation is 
in its early stag^3^ at. plresent, and to the extent that 
wider issues cai^^^ln 'thc national journal have drawn > 
only marginai'iifterest, this will probably take time. 
'f^|Ioweyer,-it fs significant that individual tturses recog- 
"^nizpd*"^^ ago the inadequacy of ike health care 
l^^ystem in meeting the needs of populations of diverse. 



ethnic origms and the fact that the disease-oriented 
health service fell a Jong wayshort of being, in fact, a 
health service. Heilce, it is more a case of mobilizing 
nurses to maximize 'their potential contribution to and 
utilization in health caite, rather tha% starting on an 
entirely new and foreign track. The fact though, that 
many nurses have^been vocal, as individuals, through* 
out a period of years, about shortcomings in health 
care, suggests that until medicine "discovers" the prob- 
lems, the impact is likely to be marginal. Whether 
such an assertion is linke#to female/ male relationships 
;ris a matter for speculationralthajpi t 
possibility of a significant correlation. What is certain 
though is that nurses have been underutilized in the 
sense that their potential leadership in for/mg change 
has not been realized. It is job as an organization, 
to back the nurse in the work situation. This can be 
done effectively only to the extent that nurses are in- 
volved in the activities of the organization. 

One of the problems associated with the involvement 
of nurses in RANF has been the lack of a . career con- 
cept in nursing. Most young nurses,"particularly in past 
years, saw nursing as a useful and rewarding occupa- 
tion prior to marriage, so that a^areer in nursing was 
more by accident than by design. This is changing and 
more married women are returning tb nursing, and :, 
sonie are reaching positions of seniority. However, with 
^ this change comes also a new set of problems in rela- 
tion to traditional patterns of work, as many of the 
married nurses have an involvement with their families 
which they want to retain. Such problems could open 
up consideration of 4iiany other issues; without examin- 
ing these issues in^epth it can be said that this trend, 
along with other factors, is causing nursing to take a 
hard look ai the organization of work and the utiliza- 
tion of nuran^iMponnel and RANF is beginning to 
get involved inarch issues which have both industrial 
and professional implications. 

Siiintnary2 

* The Rciyal Australian, Nursing Federation is regis- 
|,^, 'tered'''as a un^p and is concerned with industrial and 
professional fssues. The above sketch has not touc|ied 
explicitly on the interlockingj^elaUon^ips-of the indus- 
trial and professional, although this iiU^riocking is im7 
plicit in much of the text. RANF is" seeking to enrich 



ing in the health team while, at the same time, reach out 
to conlmynfeate with other health workers with similac 
injtjpsts. , RANF has^ increased its campaign for wagfc 
justice for j^yrses a^od^^ig .Jittenipting to create a cbm- 
which synthesizes the knowledge and 
skjaiFoTthe leadership and -the rank and file, i^ursi 
as an emerging profession sulfersjipiany of the disad 
tages faced by^onien in the community at large which . 
makes the striving for industrial and/or professional 
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improvements tnore.diflBcjyflt 

Conclusion ^ • ' 

This paper has attempted io^ow tl^ the organiz;|- 



tion ofiiny group of workers must be considered within 
the context of geographic, demographic, social and 
cultural characteristics of the country. It has referred 
* ^cifically to these characteristics in Australia as well 
as to healtl^ issues and the organization of nurses as a 
group of health workers in which women are well repre- 
sented numerically. It has been suggested that ttje prob- 
lems faced by nurses which include problems related to 
the utilization of the knowledge and skills of nurjps 
are affected by the fact that nursing is triiition^y 
women's work. The acivities of the Royatal^stralian 
"Nursing Federatidn have been outlined, ai|^^ 
that this outline has demonstrated that Uie process 
change is complex, as are llie issues involved. 

The overall philosophy Behind thjs paper can be^t 
be sutamed up in the Jpllpj^ing ^statement of Nfarc 
Lalonde: "Good health if the be^^ 



progress is built. A, J^a^ten ot hteUhy 
those things that' inake,^li|g^jjy|^ 
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level of hpalth increases s^^^s^J^ ^ p^^^^^ 
happiness.^* i< 'W^'-^' ^ 

To the extent that nursing, as part^of the feminist 
movement contributes to health, and the enrichment of 
. spci^y^tjbrough -recognition ^ social diversity in all 
Jti^fgrins,%o will nurses rekh their -potential as women 
difa as i^urses, and so will- health care in Australia be 
■enriched. . * 
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I was very pleased to be asked to respond today 
Jp Mary Patten's paper on organization of Australian 
nUrses. I associate Ms. Patten with the report of the 
conference she. chaired in Geneva' late in 1973 which 
was co-sponsored by the International Labor Organiza- 
tion and the World Health O^-ganization. That docu- 
ment titled Conditions of Woj-k and Life of,l^!£^in0 
Persopnel is a most complete yet concjse st^t^gji^Tii bl^^ 
the principles ancf concepts involved in the 
of nurses, including the rii^lit??o brgaaize Jfo^ 
pose of collective bargaining and the rigj 
necessary. 

W|jen Mary Patten describes the nij[f^ 
Australia, I readily perceive ,.jn^|iy 
our own position in the U.S.A. The . 
Association like the Royal Australian^ 
tion simultaneously promotes the geiier 
nurses and ih^ standards of pro^ess|i"^ 
relate to patient services. It is upon!: 
functions of the professional organf 
focus my remarks today. 

It is iihpossible to view nursing in any social or 
cultural context without recognition of the effect of 
sex role discrimination. " * 

The fact that there is an overwhelming majority of* 
males among physicians and among office "holders tin 
the public and private sectors of health systeA organi- 
zatjpns, has had an effect upon the nature and con- 
figuration* of the health system decisions which, in turn, 
"^nave supp^rtecf th,e subjugation of nurses as individusjs ^ 
and as a profession.' . 

There are similarities between the power relationship 
wlych has cominonly existed between the^sitions of 
husband and wife, between male physician sind female 
n^jse, and between health institution administrator and 
ni^se employee. All have been, viewed as legitimate 
p6wer relatipnsl^s. NVhe'n French, aiiji;.Raven ^first 
published their typologj^of the "Bases d^§^fel^5vv^^ 
in 1959, ' they wrotel^JIn most ^culfiirts,* 'the^^ are 
certain areas of behavipf in. which a person of one sex 
is granted the right to prescribe behavior for the other 
sex." 2 (Raven,^ has. refrained frpiif using that illustration 
in his more recent -writiqj^.) Notice thaf the ^jasis^f 
legitimate power is the cecipient's accepjance of a role 



relationship 'imposed by the - influencing agent. The 
unique characteristic is that the influencing agent, is 
perceived as having the right to exert influence. Legifl-^ 

. mate power, by definition, reflects a relationship be- : 
tweeh oftcc^ or posits rather than between persons, 

.. The dependence . of .j^^^ nurses, and employees' is 

- changing. While mijcW' still reinai%^ 
roles sure probabjy* " less^^sippprt^ by ^tbe ■^'normative 
beliefs of persons outside"^tiie reUrtioniftip than in any 
previous tinielt histpry. 

'• - As ^omen increasinglf repudiate marital relation- 
ships which involve Iptal economic and ^social depen- 
dency, nurses too are rejecting physician Readership in . 
those areas of health care wherein the physician has no 
special expertise. Ethically, the role of* the nurse is 
changing fr6m one characterized by physician and in^ti-'' 
tution loyalty to that of patient'advocate. 

Health system changes are difficult to perceive. ThUre 
is considerable evidence that nurse practitioners wit^ 
four to six years of preparation can: provide primary 
health services for many of the patients s^gf in ambula- 
tory care settings. The issue is not whether such nurses 
can deliver primary health care; the issue is not whether 
patients will accept these services ^from a nurse: re- 
search fthdings have repeatedly answered these; ques- 
tions affirmatively. The issue is the physician-gatekeeper 
in relation to third jjarty payment. TTie Department of 
Health, Educatipn, and Welfare has invested vast* 
amounts oT tax money in the system of health care 
with little effort, proportionately, directed toward leam- 
iw^^o categorize patients, not by income level, but 
rather by the nature of their health care needs. Greater 
emphasis should directed toward defining the types 
of heaUh pVofessionals who can most ecoridimically^ad 
OTectively -provide needed service. Few .believe that 
this can be accomplished within the framework of the^ 
currentFy existing fee-for-service, insurance^type reim- 
bursement. 

Nurses can* be expected to tufn ,with increasing 
frequency to collective bargaining and the power l^se 
of, labor law to attempt to correct those problems 
which the^ ^^afth system has been so disinterested in 
changing. "iBtfe jurisdictional expansion of the National 
Labor Relatibfis Act in f974*to include employees of * 
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private health car^ institutions will greatly increase 
the numbers of nurses who can now elect to have the 
protections offered by that law. The historically con- 
servative attitudes of nurses can be predicted to be in- 
"fltfenced' by"the"*^iircreasiff^^ 

collective bargaining by medical residents and interns, 
college professors, public school teachers, and the nios^^^^ 
recent work stoppages by physicians. 

There are oveolB 15,000 registered nurses, 459,000 
licensed practical nurses ari^ 910,000 aidesrorderlies, 
and attendants employed in the health field in the U.S.^ 
A juicy plum of two and one-quarter million workers is 
being plucked by union organizers. 

A very recent ruling by the National Labor Relations 
Board (NLRB) has been made in the case involving 
Mercy Hospital of Sacramento and the California 
Nurses Association.'* The National Board overruled a 
regional director who had included within a bargaining 
unit registered nurses, pharmacists, medical laboratory 
technicians, dieticians and others. The NLRB stated, 
"We have concluded that registered nurses possess, 
among themselves, interests evidencing a greater de- 
gree of separateness than those possessed by most other 
professional employees in the health care industry. 
These distinct interests derive not only from the role 
and responsibilities of registered nurses, but, also from 
an impressive history of exclusive representation and 
collective bargaining." The NLRB did not rule on the 
question of whether registered nurses can be included 
in a collective bargaining unit with other health pro- 
fessionals when they have not petitioned to be ex- 
cluded. While this was a landmark decision for pro- 
fessional nursing, the battle is only partially won until 
this latter point is clarified. 

The composition of the bargaining unit will deter- 
mine whether an industrial model or a professional 
model of collective bargaining can be used. The two 
systems differ by being derived from a different base 
of power and utilizing different influence processes. I 
believe the public has a great deal at stake in the 
choice of model. 

The industrial union model is based upon the use of 
reward power and coercive power. The reward is gen- 
erally higher salaries paid by the employer in response 
to the coercive ^ower of a strike threat if the reward 
•t>ffered is not viewed as adequate. Kelman ^ has iden- 
tified the resultant influence process as that of compli- 
ance (to the rules of the institutipn) which is dependent 
upon surveillance or direct observation of the worker's 
performance. This is the basic power mechanism of an 
industrial-type union: 

, Threat of Coercive 
Power 

Use of Reward ^ ^ 

' Power 
Surveillance of 
Work Performance 
Compliance to 97 
Agency Rules 



While it is certainly possible for a professional or- 
ganization to develop contracts which are no diQerent 
from those written by industrial-type unions, a profes- 
sional model for collective bargaining can be built upon 
-quite -a tlifferent^ power - basCi-The^rctfessional-nurse-^ 
is licensed in every State. This affords the nurse legally 
based "expert" power independent of any authority 
bestowed by management within the institution. By 
law, nursas are held individually accountable. To be 
accountaMe for the hature arid quality of one's prac- 
tice withjfi an institution, there must be some system 
of shared governance. Such systems of shared govern- 
ance are Qommon within medical staff Organizations of 
hospitals and within faculty organizations of colleges 
and universities. The esser tial requirement is that the 
professional unit must have legislative authority for 
policies of nursing care while administration Yetains ex- 
ecutive authority for implementation through control 
of resources. Because of the natureof this legislative- 
authority I believe, it is essential that registered nurses 
be organized into slelf-contained bargaining units. 

What is the probable difference in the social* influ- 
ence process involved in collective bargaining based 
upon a professional model? From Kelman's theoretical 
framework, one could hypothesize triat the influence 
occurs through identification. The State nurses associa- 
tion can assist ther bargaining unit to develop a contract 
which makes certain decisionmaking influence available 
to registered nurses which they have been unable to 
obtain for themselves without such organizational as- 
sistance. Then, through the process of identification, the 
individual strives to assume more of that organization's 
espoused values in order to maintain and support that 
desired relationship. The satisfaction derived from 
identification is through the act of conforming to certain 
types of behavior which are viewed as; goal oriented. 
The^end resuh from the employer's view is that the 
nurse,. by becoming self-motivated to achieve the pro- 
fessional nursing goals of the institution, becomes more 
self-directing and requiits minimal supervision and 
direction. ^ ^ 

If the nui;ses are assisted to use a professional model 
for -collective bargaining what could the public expect 
as some end results? First, I believe, many of the' 
contract costs which today are assigned to increased 
salaries and broader fringe benefits on an across-the- 
board basis could be diverted, through a system <rf 
peer review, to those employees making the greatest 
contribution to the nursing goals. ^Nursing has^ passed 
through three decades in which literally any registered 
nurse could obtain employment. At issue was not the 
nurse's competence, but only the matter of a current 
license and a willingness to be employed. To develop 
and maintain the confidence of the public, nursing must 
be permitted to -assume responsibility for the quality 
of its services. Traditionally, unions have avoided, as 
being internally destructive, any Situation wherein one 
worker is judged more meritorious than another. 

Second, under a professional model of collective 
barjS;aining there is a direct relationship to the resources 
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of the professional nursing organization. The most 
significant of these are probably the new .syslem of 
advanced certification in clinical practice and the vast 
new' system of continuing education being developed 
"^n evgry State; IriroTils^^ time until evidence" 

of continuing education^ will be mandatory for reiiewal 
of the license to practice nursing, 

Third, the . nurses has a legal right to negotiate work- 
ing cpnditions whic^ effect the -quality of care. In 
Michig^ we have/found, time and time again, that 
nurses organize because they are so frustrated about 
the .conditions of/care in the institution in which they 
are employed. The professional model with' its niechar 
riisnls' for sbaried governance through nursing care 
committers provides a means for resolving problems 
short of the grievance procedure. Negotiations for con- 
ditions of care 'become an ongoing process and not 
simply a series of problems to be resolved before con- 
tract signing. * > 

Although the women's movement has resulted in 
significant improvements for women,* the employment 
structure has -remained essentially urichanging for' 



urses. To end sex idiscrimination, is essehtial, but it 
ik not .enough. TfieTlifBcirit^task will be to alter the 
health system sufficiently to make possible the fuH 
cdntribution of nurses Snd nursing. CC^ective organ!- - 
^Kmonrnoffers^lhat mearisv'^:^^^ " 
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When I was invited by you to write a paper in 
which I would explain the participation of women in 
the development of systems offering health services' in 
Colombia, I did not hesitate to accept such an/invita- 
tion. I felt overwhelmed by the fact that I was collabo- 
rating \yith a group of renowned research women of 
high national and international position with whom I 
could not compete, since I find myself only promoting 
'research within the' field of nursing in the Uniyersidad 
del Valle. I would say that I did not hesitate in ac- 
cepting such an -invitation because I considered it im- 
portant to have the opportunity to emphasize the 
fundamental fact that in many service programs in my 
country women have ^participated widely in the develop- ^ 
mental stages. 

It is, therefore, the proper moment in this year of the 
, female to emphasize the des.erving and quiet labor of 
many of our Colombian women. 

'Women in Colombia and Their Role ip Society 

Colombia has 21,070,115 inhabitants of which 50.7 
percent are women. The- most numerous group is that 
of women between the ages of 1 5 and 49 years which 
represents 22 percent of the total. Little niore than half 
are between the ages of 15 and 29 years and three- 
quarters of them arc less than 40 years of age. In ot|ier 
words, Colombia has a great number of women in a 
* productive age\ 

- Of the women between 15 and 54 years of age 22.7 
percent have gone to school sand 61.2 percent of the 
women in this age range have Ijiad some studies in pri- 
mary school, 15.1 percent have had some sort of 
secondary school and only one percent of our (women 
have had the privilege of studying at a high school or 
university. In recent years a great effort has been made 
in the education ' fit;d and the scholarships of young 
women have incj cased. Teaching is starting to become 
diversified and it js in this manner that preparation 
is aifercd worjicn in vocational ffelds; for example, 
nurse*s aides and helpers. Women show better skills 
in those areas they have already been working in. Yet 
the fact that a great number, of women only at^nd 
primary school ^eans that their most frequent occupa- 
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tions are that of service workers, artisans, saleswomen, 83 
. and clerks. 

"Thd traditional role of women in? Colombia has ^ 
been largely confined to their home functions a^ 
mothers, wives and the prevalence of their bio- 
logical functions which are not yet completely 
under their control, and that is why their creative 
^pinions in the**sotial, economic and educational 
fields have been very limited to date, as limhed as 
their ability has been to make decisions in the 
home and in the concomitant areas of responsi- 
bility." 1 . 

Authority within the family circle has been clearly « 
defined, and in decisionmaking their age, sex and s 
schooling l^ave been a definite influence: women have 
been subordinated to men and children. TTiis. subordi- 
nation of women to men has been seen in many aspects 
^ of family life, not only in the wife-husl?and relationship, 
but also in the fact that the son has priority over the 
daughter insofar as as education is-coDcemed. 

In the last few decades industrial technological ad- • 
vances have had great repercussions on urban family 
sociology. In the economic area, class or lineage priv- 
ileges are no Jonger ,as important as the efficijency or 
capacity factors. Thus, function determines status. "The 
greater influence of roles in the industrial age begins to . 
take the women out of a restricted home life and by . 
means of fomjal education, in which certain class fac- 
tors are compromised, she has her entry into the job ' 
market. Even, though feminist groups have entered the 
labor market, the economic responsibility factor 'con- . 
sidering authority as a basis has. not been sufficient 
in i\[\s transition stage to strengthen the feminine ego 
in decisionmaking, its consequ^flt responsibility, and ' 
the hierarchization and obtention of privileges. There is 
only a bare insinuation of a beginning of manifest par- ' 
ticipation of women in the authority complex."^ * 

Even though up to now an appreciable number of 
women have o^^ined' authority by occupying 'public* 
jobs which were previously the e^xclusive province of 
men, their capacity has demonstrated to our statisticians 
the need in Colombia to eliminate all sex discrimina- 




tion. This is the reason why Decree 2820 of 1974, the 
new statute on women's rights, was approved. 
' »We now have the great task in our country of giving 
impetus to the development of a greater number of 
feminine. leaders who. shall arouse feminine conscious- 
ness, so that these laws are obeyed. 

Role of Women in the Health Field 

Women in Colombia have actively participated in 
the health area. Their status and, therefore, their role 
has changed considerably^ they are given the oppor- 
tunity to prepare for the functions that they should 
carry out. In the arSa of medicine their initiation into 
this profession is rather recent, going back only 30 
years." As compared to males, not many women have 
studied in ^is field. Even though there are many out- 
standing women in the medical profession in the field 
of ' geVjeral practice, research and education, the total 
identification .of medicine with males with which they 
work may be one of the reasons that has prevented 
them from excelling more activitely as feminine leaders 
in the field of medicine. \ 

Nursing,-ah eminently feminine {)rofession, has been 
considered as having little. prestige until very recently. 
This has led to Colombia's having a rather small num- 
ber of professional* nurses which has not been in- 
creasing at the expected rate. The reason for this low 
prestige is very closely related to factors of social 
structure. The work of a wonian outside the home was 
not well regarded in our traditional society. Another 
factor could be the low. monetary ren{uneration, due to 
its being considered a profession with a greater num- 
ber of manual than intellectual skills. ' 

Recent stiijiies show that nursing is acquiring greater 
prestige. In a study carried out by Bertrand and M. 
Cklin in the city of Cali, Colombia, on the prestige 
of health occupations, they found that the nurse oc- 
cupies the second place of importance among the health 
professions, while the derilist occupies a lower place. 
The authors of this study believe that this is due to 
the low number of professional nurses which Colombia 
has and to the fact that they carry out an administrative 
function, which causes them- to have great prestige 
among the public to whom "they fe^^ 
as, for instance, administrators of a health clinic,, etc. 
Nevertheless, oftier prestige factors must be considered: 

a. ^The change in the^role of women in oifr society 
which has permitted' more women to enter a university; 

b. The present importance of those professions 
which are more closely related to the needs of human 
beijigs, the better remuneration which the nurses are. 
'demanding for their services; and • . 

c. Progress, in nursing education which ha^ led to 
nursing being considered a separate profession and hot 
as dependent on a school of ftiedicine. , 

T?he scant number of nurses previously mentioned 
has caused the development of different types * of 
auxiliary personnel in Colombia||o helpi in the health 



care of our people. Since these auxiliary personnel are 
prepared on a vocational level, their Jjtfe as function- 
aries of direct medical and nursing caWplaces them in 
a very important position within the systeH of render- 

. ing health services. la .a. study . conducted .by , threc^r 
nurses, Benavides, Andrade and Gil, oti "Some Opin- 
ions and Attitudes of the Community Regarding the 
Delegation of Medical Activities in the Infant-Maternal 
Area," a preference is shown for feminine auxiliary 

' personnel, since the pitients show more confidence in 
expressing their doubts or fears to women. This is intl- . 
mately connected with traditional aspects of bashfulness 
which are very, deeply rooted in the feminine populace 
of our country. The use of fefnale. aides also permits 
the establishment of good interpersonal relationships, 
since these personnel are more cognizi)nt of the cus-* 
toms and values of the patients. 

Women ancl the Innovative Programs of Rendering 
Services 

Next I shiall present three programs of an ej^ri^ien- 
tal nature which are presently being developed inthe 
Health Division of the Universidad del Valle; shoWng 
female participation on different levels. These programs 
have had not only local repercussions in the city of 
' Cali, which is where \he University is located, but on 
regional, national arfd international levels as well. They 
are: ' * ^ 

Study of Infants' Matemil Care and Utiliza- 
tion of Health Services in Relation to the Ac- . 
tivities of the flealth Aide, 
Primops Pro-am, and > ^ . 
Program of Ambulatory Nursing. * 

Study of Infants' Maternal tlare and Utilization df 
Health Services in Relation to the Activities 
of the Health Aide 

In Colombia a great part pf the population lives in 
rural areas wherej||ip^th services are scanty or simply 
nonexistent. The study- on human resources demon- 
strated that only 34%' of the population was able. 
^ to- obtain medical attention;»there were 4i4.xioctofs and 
0.64 nurses per 10,000 inhabitants; and there were 
oiily 3,500^ certified auxiliary nurses and mbst of them 
are cgncentrated in the large cities. 

The problem increases in populations geographically, 
economically and culturally isolated, which limits trkns- 
portatidn and/or communication,' not pen^iitting they 
delivery of professional assistance. In search of solu- 
tions to this problem in 1964, the Colombian^ govem- 
* ment started the formation of -a rural l\ealth aide. The 
aide is defined as a voluntary resident in a comfmunity 
or area who knows how to read and write, who is ac- 
cepted-by the community where she resides permanently, 
who has time available to work in collaboration with 
the health unit and who receives special trainid|^ in the 
work she is to accomplish on a niral level. Her func- 
tions are: ^ 

Promotion of the services of healthcare, especially 
on the infant-maternal pro-am; proipotion of sanitary 




measures; first aid; application of treatment formulated 
by the "^doctors; and control of alarm signals in her 
area for women who are pregnant and in puerperium in 
order to send them to the health ^nit at the proper 

'v-' 

Even though the government was convinced of the 
effectiveness of the aide, no ^tudies td confirm such a 
concept, existed. The Nursing Department of the Uni-, 
versidad del Valle proposed to the Colombian govern- 
ment an*>tp the OPS to»carry out a study which would 
-sho.w the effectiveness of(the aide in the improvement 
of knowledge, practices and attitudes in thef infant- 
maternal area, would rajse the health level of the 
populatiorr and woulcj oetermine the cost-eff^ect rela- 
tionship of the programmed instruction of the training 
program. ] , » 

The area selected was the Valley of Sibundoy which 
is located to tHe south of Colombia in the Administra- 
tioh of the Putumayo., Its altitude is^2,J00 and 2,200 
meters above sea level and ^and area of 9,000 meters. 
. The total population is 15,025 inHa^ants, distributed 
as follows: mixed-breed and whites, qualified as 
"v^fcites" which constitute 60 percent . Of the population, 
and indigenous Kansa and Ingas, which constitute the 
other 40 percent. For the purposes o| the study, the 
white population was selected, since it is b more repre- 
sentative sample of the Colombian population. 49.8 
percent of that population is made up -of children 
under 15 years of age. It has a low index of illiteracy, 
1 8 percent of the total population, and the average 
schoonng is three years of primary school. This is due 
tg the fact that this is a missionary area and the Cath- 
olic church has established 21 primary education 
schools. There is aqueduct service but the water is un-- 
treated. This place was Selected for the availability of 
communication facilities and for its proximity to vil- 
lages. . / 
The study began with a survey of the- community in 
^ order to determine certain basic information as to 
sogio-demographic, morbidity-mortality data, maternal 
' care of infants and' attitudes. Once this survey was 
carried out we proceeded with the training of the aides, 
JiiilJzing- PrPgrammj^ Inst^^^^ P'''?S" 
ent, the aider is working in the community. 

The results have already been obtained on the cost 
effectiveness of the programmed instruction in the 
training of the rural aides. Some preliipinary results 
on the changes in attitudes, knowledge and infants' 
maternal care found iti the researched population after 
,the first year of work with tl^e aide have also become 
.available. y 

As far as the usg^^ programmed instruction, the 
results showed that the method of programmed instruc- 
tion used in' the training of the health aideS; is, more >^ 
effective than the traditional programs (0.1 <,p < 0.05). 
> The method of programmed instruction is less costly 
than the traditional one when the programmed instruc- 
tion tinits already described are used.'* Accordingly, 
the Public Health Ministry of Coloifibia has initiated 
the training of aides with this method. ^ 



Regarding the changes of infants* ihatemal care and 
attitudes, the data collected before the aide started her 
work was compared with the data obtained after one 
year and two months of work. The results were as 

follows: - ....J(ll^. . . _ 

Insofar as knowledge of tjie methods of family, plan- 
ning is concerned, it was f ound^hat, although the nimi- 
. ber of women who knew the^hiethods had not increased 
significantly, the tyjpes of methods used by them were 
' more modernl for instance, the lUD and the "pill". The 
sources of inprmation on the mother-child^ programs 
changed signj^antly, based on radio programs and 
information pasfeed on by mid wives to the otKer. mem- 
bers of tW healtii team, including the aide. 

Regarding attitudes towkrd family planning, it was ' 
found that the number of children, desired changed 
significantly (P < 0.01). 

Seventy-eight percent said that thpy wanted assis- 
tance in a program of faAiily planning, showing greater 
interest than tlie previoui.year (P < 0.05). ' 

It was also found ^at a greater number qf births 
are being attended to*in\he health-care institutions.* 

It lilKexpected that furthelir changes will be found in 
the maternal-infant practipgi after the second year of 
work by the aides, since changes have been found in 
the knowledge and attitudes after the/first year, 

Progranl of Investigation in Mod^ of Rendering 
^ H^^th Services 

The experiments weye carried out by the Health 
Division in a sijjall city of 7,000 inhabitants (Gandel- 
aria), where a programlof services was clevcloped in 
the infant-maternal area utilizing the delegation of 
functions to nursing auxiliary personnel. The following 
results were obtained. ^ 

A decrease of the general infant and pre-school 
mortality rate; A ^ 

A decrease of ihe newborn rate from 60.2 per 
thousand in 1962 to 41 per thousand in 1971; 

A decrease of malnytrition in the pre-schoot 'child" 
from 40 percent^ in 1964 to 22 percent in/1971 and 
eradication <of -the severe forms of Kwashiorkor and 
marasmus; and an increase of the levels of coverage 
of <he different pro^^^^ 

insofar as maternal attention is concerned, attention to 
the child and attention to the couple (famil/ planning 
programs and sanitary programs).® ^ 
r 'iTaking into consideration these experiments, the 
Health Division and the Health District of Ali "are 
developing the design, implementatibn, operatioi^, eval- 
uation and documentation of a model of rendering 
integral health care in a marginal area of the dty of 
Cali of 100,000 inhabitants. ' This cmay be duplicated 
^in other parts of the country. It purports^4o imjfjrj^ 
^the health conditions and the life quality ot4hi^"<jom- 
munity. It is also hoped that thejgrogratt^'vWll demon- 
strate the rational use of different ^ le vels of health 
personnel as well as of persons in tlie .community in 
the delivery of the health services. .The model is or- 
ganized' in such a manner that ii".incorporate& itself 



into the system of rendering services already (Established 
by the Colombian governn\ent. 

Once the model has been tested, it is hoped^ that it 
will demonstrate the viability of integrating the teach* ' 
. ing^system. and th& sy^tcmj?/ rendering h^th secyices 
with an end to unifying efforts in the study of the 
community health problems and of their possible solu- 
tions, thus encouraging t}ie formation of a health teajtn 
which is in keeping with the realities" of the conomu- 
nity and the characteristics of the health system. , 



Health Principles on Which this Model H Based 

The model is based on the following principles; 

1. The solution to the health problem is directly 
related to the degree of active community' participation 
and to the degree of integration which may be reached 
between it 'and the health sector. 

2. The solution to the health ^hroblem. is directly re- 
lated to the degree of coordination and integration 
which- is attained among medical care institutions. 

3. The solution td the health problem is directly 
related to the degree of regionalization which may be 
reached. (Regiona^^ation in our country means the 
stratified organization of the medical care levels which 
ranges from home care to specialized hospital via the 
local health department and the health center in a 
predetermined area.) 

4. The solution to the health problem is directly re- 
lated to the integral care given the patient (promotion, 
prevention and healing). 

, 5. The solution to the healtif problem is directly re- 
lated to systematic low-cost care. 



6. The solution to the health prdblem is directly re- 
lated to the realignment of mec^cal care activities 
within the health tebm. ' 

7. The solution to the health prgblem is directly re- 
lated, to health systems, with high population xoverajfC^^^^^ 
dedicating their greatest effort to high-risk groups/ 

8. The solution to the hetdth problem is directly re- 
latefl to the availability of an evaluation system whicfi 
measui'es the efficiency, effectiveness and quality of 
care being delivered to the community, and which al- 
lows bngSoing adjustments to the proposed health planj..; 

Operational Methodology 

In its first stagd the model provides coverage \o 
persons yfi\h the greatest^ risk, that is, the mother and 
the child. In a second stage, it may cover the whole 
family. In 1973 the model was put into practice, to. 
render health care to the comn^tmity adjacent to the 
city of Cali. The program was organized as follows: 

First Level— The Home: 

It is defined as the priority work unit (P.W.U.) which 
is composed of families having children less than five 
years of age, pregnant females, or those of reproductive 
age. Each group of 2,500 inhabitants is served by a 
basic health team of two or three midwives, one nursing 
auxiliary and one aide who visits them at home. The 
functions which they perfoj^n are as follows: 

1. Control of growth and development and of the 
nutritional status of the child; 

2. Immunizations; 

3. Maternal education in child care, hygiene, sanita- 
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tion and utilization of the services which the program 
renders; * 

4. Notation of vital statistics; 

5. Detection of women who may be suspected of 
beirigT)re^ant; and ^ — 

6. Notation of morbidity. 

Home visits, of the nursing auxiliary in order to: 
1. Carry out prtnatal care; 

^. Surveillance of births attended by midwiVes in the 
home; 

3. Postnatal care;^ 

4. Epidemiologic data collection; and 

5. Care of children with .special problems (severe 
malnutrition, etc.) , 

6. Home visit of the midwife for births. > 

Second Level — Local Health Departmept: 

The local health department is located in a quarter of 
a town [barrio]. A quarter of a town is an administra- 
tive political division which subdivides the city and 
which has an area of 15,000 to 20,000 inhabitants; 
the*tQwn quarter has a local health department man- 
aged by a nursing auxiliary under the supervision of 
a registered nurse. The. activities of the nursing auxili- 
ary are as follows: 

1. Care of sick children in pases of diarrhea and/or 
Grade I dehydration, catarrhal and febrile states, 
mild piodermitis,. varicella, chicken pox and 
parasitism; 1 

2. Care of pregnant women with mild pregnancy 
complications; 

3. Injections and. care of the sick; 

4. Referral of sick child or adult who needs to pass 
to^a fiigher level; ' * . 

5. Clkiical education apd surveillance of couples in 
the family planning program; 

.6. Notation of health activities and vital facts; 

7. Vaginafsmear^; and 

/ 8. First aid: sutures, foreign bodies, etc. 

Third Level— ^e^Ith Center: _ 

The health center covers a populatoin of 100,000 
inhabitants^ On this level ' there-are nurses, doctors, 
dentists and technical, personnel. There is also a phar- 
macy, clinical laboratory and ambulance transportation 
system. To this center come the patieiits Avho are re- 
ferred by the auxiliary. It provides all kinds of ambula- 
tory services rendered by professional personnel ex- 
cept hospitalization: 

Fourth Level — Peripheral Hospital: 

It covers a region of 250,000 inhabitants, more or 
less, and provides ambulatory hospitalization services 
with fast turnover, as well as post-surgical care in the 
home. 

Fifth Level— Zonar ' ^ 

At the zonal level, a. university hospital Covering a 
population^of 4,00b,000 persons provides all the basic 
and specialized services. 



. The model also includes an evaluation tool whicli 
allows for efficiency measures. In other words, how 
adequate is the utilization of the resources and how 
effective are the benefits obtained* by the community? 

• Administration ot the Mbdel 

The model has an administrative organization made 
up of a director and a co-director. The director is a 
professor of Social'Medicine in the Universidad del 
Valle and the co-director is named by the Local 
Health Secretary. In addition, it has advisory and tech- 
nical committees and .the units for human resources, 
evaluation, investigation and administration. 

The' Human Resources Unitjs directed by a nurse. 
Folir professional nurses work in this unit. The func-- 
tions Of this group are in the fields of recruitment, 
selection, training, supervision and personnel evalua- 
tion models, which will be, applied ,to the different 
working groups within the proposed service model. 
See the Nurse's Placement diagram. 4 

Diagram of the Placement of Nurses in the Investigation 
Program in the Models of Rendering Health Services 
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From 1972 until the end of 1973 service units were 
programmed and developed in terms of activities and 
tasks for each of the members of the team, and \ye 
proceeded to train the personnel already working in 
the field. Ninty-three persons have been trained: nine 
auxiliaries, 54 aides and 30 midwives who are re 
ing service in *an area of. 30,000 inhabitants. 

The Nurse in Ambulatory Care: An experience 

' In the year 1973, conscious of the necessity of pre- 
paring the nurse better in adult care, we started in the 
Nursing /Department of the Universidad del Valle to 
program a , course on an experimental basis with the 
purpose of expanding the role of the.nurse in the adult 
area by introducing some knowledge, techniques and 
abilities which' would permit them to make a ^better 
evaluation of the patient as well as making some de- 
cisions insofar as treatment is concerned. 

We thought of focusing the course towards the am- 
bulatory area due to the necessities which exist in our 
country for offering and increasing the coverage of 
ambulatory care for the adult patient. The studies 
realized in Colombia show that a reduced number of 
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the population enjoys medical care tod since one adult 
support siven 9ther persons, -his p^tection during the 
productive years is obviously a priority. | 

At th^ outset, advice was- solicited from a "nurse 
practiticjfner" from ^the Rockefeller Poundation, , who^ 
with orfe 6( our professors and a group of doctors of 
' the Health Division, planned and developed an experi- 
mental cqurse which prepared a group of nurses to 
offer a minimal amount of care in the patient's ambula- 
tory, freatm^ent. Minimal care was defined as the care, 
.given/ physically capable or partially incapacitated pa-» 
tients, placed in hospitalization units for short stays, as 
'^outpatients or in home care. t 

To offer this minimal care the nurse was prepared 
^ to: /evaluate the health statiuj^f the patients by means 
of |the clinical history; di^nose and treat certain 
selected common entities; and observe patients with 
certain chronic illnesses. 

[This course was divided into two parts. In the first 
part the student received information on the health 
sit,uation of the adult, national programs planned to 
resolve it and their implications in the nurse's role. 

The concepts and techniques of the clinical history 
were" introduced accoijipanied by the necessary ele- 
ments of anatomy, physfiology and symptomology. Fur- 
thermore, emphasis was placed on the utilizatidn of the 
b^isic training of the nurse and on the identification of 
tlje socioeconomic and cultural problems of the patient, 
which might help her to participate fully in the evalua- 
tion of the patient's health status. 

The second part encompassed the diagnosis, treat-' 
ment and follow-up of the patients with common ill- 
nesses easy to manage and the management of patients 
with selected chronic illnesses. 

The choice of these entities was made based on the 
study, of an adult out-patient clinic and on the opinions 
of the different spe^alists.® 

Thfi^rst course in this project was carried out from 
August to December of last year. Eight nurses partici- 
pated, four of whom work in the health center of the 
area surrounding Cali, and two in the rural health cen- 
f wo professors from pur university also partici- 
pated. , . 

The course was held on Fridays"^ and Saturdays, 
vfrhen the theoretical parts were presented in lectures 
and some practical exercises were carried out. In ad- 
dition, the participants had to dedicate at least 4 hours 
of their work tb the care of patients. Each of, the 
participants worked with a medical tutor who super- > 
vised the practical exercises along with the professors 
of the nursing department. 

It was also planned to carry out an evaluation during 
the first two years of work which would measure the 
efficiency — that is, the relationship which exists be- 
tween the proposed objectives — and the achieved ob- 
jectives and the efficacy in terms of^ the cost of the 
activities of this nurse based on a unit of time. This 
evaluation is being conducted presently though direct 
observation of checkups by the participating nurses, and 
revision of the clinical histories written by those nurses 
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in accordance with certain norms previously established 
for the program. ' . . 

Diagram ctf the Nurse^s Functions 

. : ■ . , . : . . . - ^ ..... ^. .... 
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Some other programs deserve to be mentioned in 
today's presentation since they show how, through joint 
cooperation between the different national ,and inter- 
national organizations, projects may be devel6ped 
which promote the development of women on a Latin 
American level. One of them is the agreement signed 
in 1971 between the Health Ministry of Colombia, 
the Pan Americian Sanitary Office and the Nursing 
Department of the Health Division of the Universidad 
del Valle, by means of which nurses were prepared 
educationally as well as service-wise in the expansion 
of the infant's maternal care which comprises prenatal 
care, care during birth, post-natal and perinatal care, 
. management of fertility and management of growth and 
development. 

During these four years, 200 nurses have been pre- 
pared in 12 Latin American countries. Fundamental 
changes have occurred in the teaching and the render- 
ing of maternal and infant care in many of the partici- 
pating countries. 

Another project was that of regionalization in south- 
west Colombia, which was developed through an agree- 
ment between the Health Ministry, the Kellogg Foun- 
dation and the Universidad del Valle, advised by the 
Nursing Department of tfie Univecsidad del Valle. Three 
new programs were started for the preparation of 
nurses in the universities of 'the southwest region, thus 
increasing the training of nurses, which was 20 per 
year in 1968, to 100 per year in 1974. 

This presentation has been meant to show only some 
of the projects and realizations of a specific group of 
women who work in the nursing field in my country. To 
each one of them a responsibility has been assigned on 
a greater or lesser scale as citizens, as professionals 
and as women in helping to fulfill the social and health 
needs of the people. * ' 
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An impressive feature of Maricel Manfredi's excel- 
lent paper is that she deals with innovative functions 
on three levels: (1) expanding the skills of the highly 
trained professional; (2) developing a new kind of 
health auxiliary to perform essential functions in rural 
areas ,that,are undersprved by health personnel; and 
(3) organizing *hcatm services on a regional basis so 
as to create a framework in which the skills of various 
kinds of health personnel can be used effectively to 
meet health needs. Ms. Manfredi describes vividly how 
these th^ee mechanisms can increase access to health 
services and encourage innovative functions of health 
personnel. Moreover, her Hioughtful exploration and 
evaluation of the effectiveness of each of these ap- 
proaches serves to advocate their adoption. These three 
approaches to innovative functions are r^vant to 
both developing and highly developed countnes. 

' In the following comments^ I propose to discuss 
each of Ms. Manfredi's three approaches to innovative 
functions in the context of the United States and similar 
tountues;'to suggest some reasons as to w^ innovative 

^functions contribute to improved use w personnel; 
and, finally, to revfew briefly Carriers tb and strategies 
for change. 

Expanding (he Skills of the Highly Trained 
' Professional 

. The development of the nurse practitioner is an 
exan^ple of adding*innovative functions to established 
nursing practice. In the Onited States, two kinds of 
middle-level. practitioners were designed as an approach 
to the shortage of doctors {of primary care — the physi- 
cian's assistant authorized in nearly 40 States and the 
nurse practitioner how authorized in 20 States. As the 
United States experienced increased demand for health 

• care -from consumers, recognition grew that many 
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diagnostic and therapeutic procedures could be per- 
formed safely and effectively by persons with appro- 
priate training who were not physicians. The move- 
ment to train physician's assistants, who are generally 
men, developed in part because of the availaljility of 
medical corpsmen returning from the tragic war in . 
Vietnam, but it also had a gender-related explanation 
in that the United States has had little success in te- / 
cruiting men into nursing. The physician's assistant 
'with a new title was a means of recruiting men for 
functions related to nursing. Moreover, the physiciari* s 
assistant movement grew while some important seg- 
ments of the nursing profession: were slow to recog- 
nize the potentiality of the nurse practitioner, despite 
antecedents in nurse midwives, nurse anesthetists, and 
nurses working in intensive and coronary care units. 

Unlike the 'United States, two other quite similar 
countries — Australia^and Canada — have made explicit 
decisions not to develop a physician's assistant but 
rather to look td the nurse for expanded functions. 
Both countries have a high ratio of nurses to popula- 
tion and a long tradition of using nurses to provide 
health care in remote areas. The Bush nurse in Aus- 
tralia serving the aboriginal population and the Out- 
post rkirse in the Far North of Canada are dramatic 
exanjples of independent, even herpic, functioning of 
nurses in providing health care. Now^AustraHa is de- 
veloping the "community health nurse" and Canada ^ 
the nurse practitioner (\vho is called by different names 
in Canadian provinces). The nurse with expanded clin- ' 
icaL skills is being developed in these Countries, how- 
ever, with somewhat less vigor than in the United 
States. This more cautious development is probably ex- 
plained by the much greater strength of general practice - 
in Australia and Canada, where approximately 50 per- 
cent of doctors, are general practitioners than in the 
United States, where only about 25 percent of physi- 
. cians in clinical practice are general practitioners. 

r 

Creatii^ a New Type of Health Auxiliary 

An example of a new type of health workei? :^th 
innovative functions is the school dental nurse or 
school dental therapist, first pioneered in Ne>y 2Jealand 
in' 1921. Many other countries, including Malaysia, 
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Ceylon, Indonesia, Singapore, Ghana, Great Britain, 
Australia, and Canada^ are apw training and using 
school dental nurses to provide dental care to children 
in the schools. Factors that led to development of this 
kind of dental auxiliary w^re the poor dental health 
of children, the critical shortage, of dentists, and* the 
reluctance of dentists even if they were available in 
sufficient numbers— to provide^-this kind of service. 
While the functions of the dental nurses vary some- 
what among the programs and also the form and de- 
gree of supervision^ two aspects of this . successful 
innovation in use of health manpower are common to 
all programs. One is that in all countries young women 
who can develop a harmonious rapport with children 
are selected for this work. The other feature is that 
dental nurse students are trained to do standard pro- 
cedures iif^'a uniform ^ay, so that within this defined 
scope of work they can exercise their clinical freedom, 
can work ^th* a minimum of supervision, and thus 
hav4^at pride in their work. Other health occupa- 
tions and programs might well learn from the clear 
and realistic thinking* that is the basis for the schpol 
dental nurse services of various countries. 

Regiohal Organization of Healdi Services 

In recognizing the importance of the system of pro- 
fading health services for effective use of personnel, 
Ms. Manfredi has made a basic contribution to consid- 
eration of innovative functions. In all countries, health 
resources are finite and must be used efficiently. An 
erratic, wasteful, and duplicative system obstructs the 
effective ^usQ of personnel^Rationat organization of 
levels of caqi^on a regional basis according to three, 
criteria— health needs of the population, . geographic 
location or services, and !^e£hnical requirements for 
different kinds of care — gives promise of using per- 
sonnel wisely, encouraging innovation in functions, and 
assuring an equitable systjcm of care. The Soviet Union, 
Great Britain, and the Scandinavian countries have 
well-developed systems of regionalized health services, 
and many other countries, including our own, are mov- 
ing in this direction. 

InnovatiTe Functions Contribute to Effective 
Use of Personnel 

Before turning to barriers to innovations in uSe of 
health workers, I should like to comment on why 
innovative functions contribute to more effective use of 
personnel and specifically in occupations in which 
women are the principal members. 

1. Innovative functions mean new opportunities 
and ways to provide care, and new roles for health 
workers represent a flexible response to health needs. 
The nurse practitioner, for example, helps to increase . 
access to primary care. The combined X-ray and labo- 
ratory technician, trained in some Canadian provinces, 
(who is generally a woman) meets the needs of smalls 
rural hospitals. Innovative functions thus heighten the 
capacity of women workers to meet health needs. 

2. Innovations in functions may decrease what the 
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Australians call "wastage" of nurses, that is, the drop- 
ping out of employment in nursing or other he^tk 
fields tor which the worker is trained. In .Australia, 
more than half of the nurses graduated* in the years 
1 957- i960 dropped out of employment in nursing in 
the four years from 1960 td 1964. Some of these 
nurses continued to work bu;t not in nursing While 80 
percent of this attritign was ascribed to marriage and 
family responsibilities, other factors were job dissatis-^ 
faction, inadequate salaries, and difficult hours. Intro- 
duction of innovative fui^ctions may serve to keep some 
of tl^e nurses, who would othei^pse' have dropped 
out, aevoted t,o the^field-of nursings 

3. Innovafive functions also provide an opportunity 
,xfor creative activity. Women in new- roles may be able 

to demolQstrate their originality, their independence, 
or their administrative and executive skills, thus re- 
leasing talents previously nol available to patients and 
the health service system. * . 

4. Also, innovative functions in one grpup of health 
workers may have a stimulating impact on other ipem-. 
bers of the health team. New roles may serve as a 
catalyst or a source of motivation to other health, 
personnel. For example, one of the most significant 
findings to emerge from a Canadian study of nurse 
practitioners was that the physicians with whom these 
nurses were working in ^ co-practitioner lole found 
their dis^ostic acumen and therapeutic skills chal- 
lenged and sharpened by the need to communicate with 
the nurse practitioner on specific cases. 

Barriers to Innovative Functions 

Despite these manifest benefits of innovative func- 
tions," legal, economic, and attitudinal barriers may 
stand in the way of their adoption. ^ 

The main legal barriers relate to the licensing laws 
for the* health professions. In the United States, State 
licensing laws have blocked development of new func>- 
tions that are deemed beyond the scope of practice 
authorized for nurses in the nursing practice acts or 
that authorized for denta^ auxiliaries in the dental 
health practice acts. In other countries, for example 
in Canada, where scope, of practice is not defined in 
nursing registration acts, there is nevertheless con- 
^ cem lest nurses working in an expanded role may be 
performing ''medical acts", which are the exclusive 
province of the physician. Thus, new or amended legis- 
lation may be required either to authorize innovative 
functions or encourage adopting innovative functions, 
in actual practice. 

Economic barriers to innovative functions may also 
be' created by the health insurance system. For ex- 
ample, in* Canada one of the deterrents to use of 
nurse practitioners is uncertainty as to how the nurse 
is to - be reimbursed. In this connection, it may be 
noted that in Australia physiotherapists and podiatrists 
are, mainly, v^m^^ that the. number of women 
optometrists is on We rise; the large proportion d 
women in these fields may ironically have been tt^ 
lated to the-4a^t that these services were not covered 
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under the health insurance system, and men therefore, 
found 'ttiese professions not sufficiently lucrative. One 
would hope that the time is .ending when such eco- 
nomic reasons explain entrance of women into the 
health profession. 

Finally, attitudinal bkrriers stand in the way of in- 
novative functions. The opposition of senior profes- 
sions— of physicians and of highly trained nurses — to 
delegation of functions to allied and auxiliary personnel 
needs to be overcome. 

Strategies for Change 

Strategies for change to encourage innovative func- 
' tiqns include legislative action, economic reforms, edu- 
cation of the health professions, and creation of 
incentives for improved use of personnel. Moreover, 
as these strategies are pursued; efforts must be made to 
achieve wide acceptance of innovative functions that 
^re deemed sound. Merely securing legal authorization 
, or approval in principle is not enough. If the benefits 
of innovative functions are to help large^umbers of 
people, new roles for health workers and new types of 
health workers must become the "pre vailing, and ac- 
cepted practice. 

Basic to the release of women's enerpes'for innova- 
tiw "functions in health services are ajlvanceS*in control 
by women wer their reproductive functions. In the 
United Statel and many other countries, the ^Jotential 
contribution of woniJn health workers has been greatly 
increased by improved methods of conjrac^ion and 



legalization of abortion. Without tl|is progress, in sci- 
ence, law, and society that means freedom from un- 
wanted pregnancy, many of the statements made here 
are only hqjlow hopes. 

What can women health workers themselves do to 
support and encourage sound innovations in functions 
of health ' manpower? First, 'women health workers > 
need to be informed about health manpower,Vhealth 
services, and the total system of health care.^Tiey 
need to know not only their own tasks and role but 
how these tasks fit into the overall system and how it 
works. Then,* on the basis of their roles and knowledge, 
women health workers need to participate in the de- 
cisionmaking process at all levels — as members of staffs 
of health agencies and facilities providing health care; 
as members of their professional associations influenc- 
ing health policy; as members of their trade unions 
negotiating for satisfactory salaries and working condi- 
tions; and as citizens informing their lepslators and 
other governmental representatives of sound pmctices 
in providing health care. * ^ 

. If women health workers themselves have an under- 
standing of the total liealth care system and exercise 
their right to participate in fpnnation of health policy 
at all levels and through vaHous mechanisms, then 
surely not only innovatiN^ functions but other ap- 
proaches will be developed to improve the utilization 
of women in all the health occupations, for the better- 
,ment of everyone. 
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In attempting to. discuss Maricel Manfredi's illumi- 
nating paper on innovative functio/is for women health 
workers in Colombia, I was immediately struck by the 
definition she provided for. the traditional role of 
y:>vomen in that country: home functigns as mothers 
and wives, limited control of biological functions, a 
dearth of women ia leadership positions. The definition 
provided could be readily applied to all American 
women, I dare say to women everywhere. Women have 
the major task before them of providing sufficient 
^impetus for the* development of a greater number of 
' their ranks to assume leadership roles in aljrfi^cets of 
society, political, economic and social; 2^ greater un- 
derstanding and control over their biological functions • 
to^ provide contiirtiity to this leadership and a greater 
^nse of their collective selves. ^ 

Nowhere is the sexist question more pronounced 
and probably more pernicious and pervasive than in 
the participation of women in health care delivery. All 
here know that Germaine Oreer said it all in The 
Female Eunuch in her chapter on "Work". In speaking 
of nurses: 

/ The most depressing phenomenon in the pattern . 
/ of women's work is the plight of thej|urses. Nurs- ' 
/ ing begai^when Florence Nightrnpie deployed 

idle daughters of the Victorian middle-class in ^ 
/ a worj^f mercy whicH kept their hands from ^ 
mischief; in the way that rich women still work 
for the Red Cross — ^The failure of this industry to 
evob^e means that, today, in Britain 640,000 
women are working for a travesty of a living wage, 
domg a vital work which requires skill, initiative 
and "dedication". In England, the National Health 
Service rests on the nui^s' shoulders, remaining 
feasible only at their expense.^ - 

/Like Colombia^ -l^ngland arid the •U.S.A., nursing 
has enjoyed very low prestige among health care 
deliverers. Although our* American numbers are large 
(794,979 in 1972),2 and women in general comprise 
about 70 percent of all health workers, one can still 
rr-^readily find evidence- thafe_ttiey^ are__gejier^ 

as auxiliary to • the doctor, kindhearted, dedicated, 
locked into low prestige and low potential positions. 
Why does this talent pool' have to, like Avis, try 



harder? The total scope of women health workers: 5 
nurses, nursing assistants, dietjcians and housekeepers^ ^ 
and dietary workers, cleaniM women, and the com- 
parison of mean income fo* these same . occupations 
with iEhose,Af men^shows that the.position of wdmen as 
heaUh wOfKer?: hardly even parallels that of member- 
' shif in thp \larger working force. Health services de- ^ 
livery in it^' hierarchical approach perpetuate^' tradi- 
tionaJ*roles of women as "ancillary" to .the chief high 
moguls, which translated in most languages ^ me?uis \ 
"men"./l?urther, witttfT'that hierarchy, women health 
workers themselves/participate and perpetuate in ^e . 
continuity of the hierarchy. Thus my earlier references 
to pernicious and pervasive. 

I am most impressed by Cplombia's attempts to cope, 
with their health problems, in a geographic region • 
through a conceptual model containing all the eleiiients 
we so need in this c oi ^ry: preparation of indigenous 
workers, fconsumer d^HBation, cperdiHrttkm^ <ff avail- 
able resources thro^HpgionEdlzation, emphasis oA 
prevention and healthinaintenfancc via attention to • 
populations at risk, realignment of roles and attention 
to low cost. I could not help bit note that professional 
nurses and their "auxiliaries" dMned^by Ms; Manfredi 
absolutely essential for carrying out innovation in 
health care delivery, are all womeA. Earlier^n the pa- 
per can be found evidence of nurrfng professionals^un- 
til very recently enjoying low prestige and ". . . low 
monetary renriuneration, due to its being considered a 
profession with a greater number of manual than intel- 
lectual skills". Of late, nursing in- Colombia has begun 
to enjoy greater prestige because of its social relevance, 
the changing role of women and progress in nursing 
education. Beyond the present. status of nursing, the 
data do not make explicit the status or the future pf 
those prepared as "auxiliaries". If one is committed 
.to the overall position of women in innovative health . 
care roles^ then I am constrained to ask the followng 
questions of Ms. Manfredi. I 

_ , ~ WJiat's Jn all -the innovations described which will 

enhance the role of women as women, women a^ 
nurses and women as "auxiliary" health workers? 
Has the question of educational mobility for these 



women yet arisep? If not, it will and should. How 
prepared is professional nursing to provide oppor- 
tunities? How is tte question of economic security . 
being handled? Is it a totally disparate issue from 
the economic and general welfare of professional 
nurses? Have Colombian women in the total, 
occupation of nursing beguh to consider, the pos- 
sibilities inheribt in Working together to simultane- 
ously ^"^ProvlH status of woiff&n and the/ 
quality of heaRniEare wlivery? If these questions 
are presently befOjl addressed then I apologize and 
turn my attention; to the present status of \yomen 
health workers within the occupation of nursing. 
The same questions can be laid on American nurs- 
ing. In this country, we too are engaged in innovative 
preparation of , professional nurses to assume responsi- 
bility for participation in much needed primary care; 
This seeming new-found expansion of function has .all 
the . earmarks of raising our prestige level. However, 
simultaneously another group known as physicians' 
assistants and predominantly male, is ostensibly being 
.prepared for the samfe ^nctions. Parenthetically, as 
Ms. Roemer points out, two other .sicttilar countries, 
Australia and Canada, have made "explicit decisions", 
not to ^ this route but to stick with p];eparing nurses 
for, this function, Only the richest country ^in he world 
has this, somewhat dubious honor'. To return to inno- 
vative preparation for primary care needs: in .a*recent 
study of both ^vorkers done bf the Comptroller Gen- 
eral's Office^ there is a pattern of sexist economic dis- 
tinction* still continuing. In an investij^ation of -19 plx>- 
grams of "Physicians' Extenders" across thf cduntry, 
out. of a total of 7I practitioners ^o answejred ques- 
tions regarding salaries, 47 physicians' assistants earned 
more than* $14,500 while twelve nurse practitioners 
reported incomes of that size. In the same study, when 
looking at the lower, end of the pay scale ($7,0QO to 
$8,499), out of a total of 23 respondents, 12 pediatric 
nurse practitioners reported^ the above while two PA's 
reported^ same.^ Although the- study is. in rio way 
definitive, ' it suggests to me that the beat goes on! 

It appears then that' nurses, with some hard-won 
advances and those designated as nursing .assistants 
are destined to continue to enjoy, second-class status 
because ot sexist factors which are deeply rooted in the 
tradition of women. vWhat then is to be. lost if tho^e 
engaged within > the scope of nurdng education and 
practice^ join together across hierarchical barrier^ to 
explore mutual probleni3 and aspirations? 

Within American nursing some of us are beginning 
to ji-ecognize the potential for women — power implicit' 
in such, action. We are beginning to educate nursing 
students and re-educate those already in practice to 
identify more closely . with fellow workers who *are 
women* Curriculum problems and inservice education 
pro-ams, instead of just dealing wim the pain knd 
suffering of the ill and injured, are attempting tg. build 
into the educational process greater consciousness to- 
wark fecograiwfrof'lhT 

women health workers. Some of us ai:e fully cognizant 
that we represent 70 percent of all health. workers. Ef- 



forts are underway to assist p^ticing nui^s and 111119^ 
ing students to understand the possibilities inherent i|i 
women in general and women health workers in par- 
ticular^ organizing for the assumption and retention 

^ of jeadership in health policy. Others are involved in 

\ assisting with gaining access to knowledge concerning 
^biological function. For ^xamplE as nlkslng students 
are le'dpiing about anatomy and physiology of .the re^ ^ 
prociu(liive system - they are assisting other women 
health workers to learn also. Educational objectives 
here are many: nursing students are learning essential 

. content for practice, they are also leai^ihg how to 
"translatoH what they have learned into^understandable 
language for their future fellow workers; simultaneously 
they are learning the possibilities inherent in identificar 
tion with the aspirations of other women health wprk-Jy 
ers. Nurses, nursing students and women health workers 
if joined together can telescope the j)resent struggle 
for health advocacy. Together tl{,ey can foi;ge the esseii- 

'.tial links between' the institution designated as ^hos- 
pital" (cold, masculine^ impersonal, elitist, sexist), and 
communities j[people-orieilted, compassionate, nqp- 
. elitist, feminine^. The potential for women and for 
improved heaUh care delivery is enormous. , 

As in Colombia, American muring is pverwhelm- 
in]gly feminine in its context. As \xk Colombia!, we ate 
V also attempting to (expand educational horizcms into the 
realm of primary care provision ttl^u^ c^ipoitiinities 
to gain the knowledge, and skills base of physical 
diagnosis. We' too have experimented widely and suc- 
cessfully witli the development of women indigenous 
health workers to better understand and meet the healtk 
care needs of ^ven regions. Only in isolated instances, 
however, has there been serious attempts to build into 
their preparation, educational mobility and to address 
the question of financial inequity. What is called for is 
a concerted^ effort to close the social and economic 
distance in nursing practice between those women so^ 
cialized to become "professional" and those socialized, 
to assist as "auxiliary'.' to the professionals. The possi^ 
bilities inherent in a greater blurring of the sharp lines 
of hierarchical demarcation present for us as women 
and nui^es, one of the largest educational challenges^ 

^ for the remainder of this decade; if not the remainder 
of the century. 

Undoubtedly the foregoing represents a somewhat 
controversial viewpoint vis-a-vis the mission of higher 
education and its production of the elite of any. pro- 
fession. Historically speaking, the evolution of elites is 
the process of the democratization of elites. That is, as , 
e^Mh new transformation of social structures has taken, 
place (as women have moved away from the wife- , 
mother-help-meet, the role and status of nursing has 
^ ^changed), both the multiplicity arid complexity of 
problems to be dealt with aiid the contextual nat 
of the elites themselves have increased in compositio/i 
and in diversity of function. 
^TifTnperefficafion^^ 
educational - sequence assures a bettgr end product; 
that those who go through ordered and preordained 




step^ are better fitted for the **profes^i9n" than those 
who do not: Like so many other things in our country, 
the above asspinjition is* being subjected to serious 
reappraisal ^khin the health professions. With mount- 
ing costs atid; rhanpower' shortages, formerly held 
xen^hobic assumptions are being seriously challenged ' 
^ifrtnany quarters. This in combination with the changed 
definition of health from d privilege'^for the few to an* 
inalienable social right, is giving rise to questions about 
innovative and effective use of all categories of health 
workers. ^ 

, It is how believed by some that within all' the health 
professions, there should be the potential for educa- 
tional yerical mobility whieh will make it possible , for 
an individual to move with comparative ease and 
minimum loss' of tirtie from,;^t;f5i^1e^^ workeV in a' 
health agency, through assisji^^jj^a^ to profes- 
sional practitioner. The,./ealizajM^ri^^ 
is dependent upon the meeting oF specific educational 
^pJ^quiremWs and jneasured capabilities: The challenge 
/lis cle^r. Can wc^feize the moment? In tire so-called 
^^hiimaa service professions, witK ifianpoWer needs* an 
overwhelming aipd continuing problenl, it is> doubtful 



that territorial imperatiyes, image stattis and prof es-* v j 
sionalism, ,cin long endure as refasons» for opposing v 

, serious experimer^tation into this areau ^ 

'Tt was my^ purpose as at discussant of Ms. Manfred;^s ^ 
Excellent paper to raise, questions, cite possible contra- 

* dictions and^reJate' opposites. It was in no way meant 
to negate the splendid models of tiealth denibrjC- de- 
scribed. However, "until all women'^who work and t&ose 
who 'plan to work begin to identify with 'eaclypther 
and, mobilize their collective e;iergies, ^confimred -op- 
pression is assured. The continued^ S^tatus of second- 
class citizenship is also assured'. Equal pay for equal 
education will remain a cruel joke and the largest » 
majority of workers in the health^ care indystrj^fs fated 
to continue it^ forward march iAto the 19lh CenUiry. . .\ 
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Overview. 

I found M&ricel Manfredi's paper both interesting 
-and provdcative. As a nurse-midwife, I am especially 
eager to hear of hiodels of car^ which effectively de- 
liv^. health services to mothers, infants and childbearr 
ing families. Therefore, I 'extend my tl;ianks to tho^e 
wbo^planned thfs session as well as to Ms. Manfredi. 

• It iS; of course, also pleasing to note the/ple of women, 
in this instailte nurses, in designing, implementing and 
evaluating such models. May I express my admiration 
of th^^ Colombian regionalized model because it begins' 

^t the truly primary spurce'of allhealth care, the home.^ 
The . regionalization models -proposed in thie United* 
States tend rather to begin at* the tertiary or major 
medical center level and, by gravity, I suppose descend. 
Ii\ comprehensive maternity care tTie descent stop§ at 
the "primary" hoM>ital, which still- is an acute care^ 
general institutionjnot always focused on the manage- 
ment of normal cnildbearing as a health entity. 

The provocative aspect of the paper relates to the 
manner in which the Colombian experience caused me ' 
to rethink and expand my hunches concerning the fall 
and rise of the midwife and nurse-midwife in the United 
restates. My comments, therefore, wfll^i^e essentially in 
othe vein^of an essay as I cull both factual information 
' and impressions frorti my experience. ' 

Differences in Reproductive Care: Colombia and 
the United States 

In addition to the* regionalization plan already men- 
tioned,; there are a number of differences, between the 
Colombiaii situation and that of )he United States. 

1. Each country has its own unique .population pro- 
file. 

2. Although health care delivery problems are often 
acute in the hinterlands of the Ignited States, the*bulk 

• of our population (73 percent) is urban. ^ if 

• > 3. The fall in nu^nbers of general practitiphers and 
the power of specialist groups has resulted in a push 
fof obstetrician delivery for all women. 

r^T^lA-the^-United St^e^^^rfurses^are numerically In; 



did rtot seek t)ut the care of. other women, or, con- 
versely,;* avoici that of males. Consciously, or uncon- 
^ scioiisly, they accepted the myth of male superiority in 
therprovision of reproductive care. 

4. The most e?fciting recent innovations in the 
United States have been sparked by the public,- rather 
than professionals. Women'j^ave become .extrerriely * 
verbal in appraisal of in-hospital maternity cafe, and 
there is a very heady milieu of interest in "normalizing" 
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uchj|||^lic at- 

"'ithout Vio- 
ced Labor 1 
f in^ospital 
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monitoring in 
at the outcome 



much greater supply than are physicians. 

5. Excepting for those with ethnic or cultural differ 
ences from overriding practices; women for many years ^' 



i^the process of childbearing 
tention are ret^ent books "si 
l^nce,' Immaculate 

^/which criticize 
'care. Simultane 
advocating uni 
dxder to spread% 

^. of this paradox 
. 7/ finally, lay xi^&j^ except for low-income 
nriri^Drity women irtjrural;;areas, fell into complete dis- 
repute early in 4h\^^^^iury, Certainly maternal ^mor- 
tality statistics^we^pkrming and ne'eded improvement, 
but one wonderspjpVetrospect whether the lay midwife 
cb'uld not have b^en brought into the system. The de- 
cislqh to eliminate midwifery was motivated, perhaps 
not entirely, by a desire to improve patient safety. One 
wohders what part power, control, status and economic 
considerations may have played. 

Innoiiwtidns in CJ^S. Maternity Care — th^ Nurse- 
Midwife 

In looking at innovation in the utilization of nurses 
in maternity care in the USA, on^ can evaluate both 
the' addition of midwifery to nursing skills and new 
programs in the utilization of nurse-midwives as being 
innovative. Because some^members of this audience 

'may be. unaware of the historical development of 
American nurse-midwife'r>j, I will discuss each of these 
approaches' briefly and then look as well at another 

*"inn6vation" in the field of maternal and infant health 
personnel,' the spontaneous rebirth of the lay midwife. 
- In^truth, women are exercising more and more^uthority 
in defining, patterns'* of health caire delivery. But the 
reins have been gathered up, not as much by^women 
who happen to* be health professionals, as by women 
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recipients of cafe wKo are increasingly making their 
wishes felt. We^rfiall see that if gaps occur in the de- 
livery systenj, they will be, in fact,, are being, filled By 
others. ^ " . » 

Historical Factors-rTlie Frontier Nursing Secvice 

To return to historical factprsT I believe it is fair 
to say that women and nurses with sbbsequent support 
from the Children's Bureau of our Federal Govern- 
ment are responsible for the presence lof Ae certified • 
nurse-midwife in the United States today. Irf this'coun- 
try,' a nurse-midwife is "a RegistSred Mirse who by ^vir- 
tue Qf added knowledge and skill gained through an 
organized program of study and cunical experience 
recognized by the* American College of Nurse- 
Midwivcs, has extended the limitsfiff her practice into 
the, area of management of care/<jf mothers and babies 
throughout the maternity cycfc so long as progress 
meets criteria accepted as nownal." ®' 

In 1925 Mary Breckinridge\-a-nurse-wlio-came from 



^d to England for mid-, 
il public health agency, 
(FNS), to provide fare 
Nurse-midwives were 
in order to enable the 



a prestigious, family and trave 
wifery education, 5et up a rur 

"The Frontier Nun^ng Service 
to poor families in Appalach 
imported from the British Isle 

^ provision of maternity, care. Including delivery,- in the 
homes of the low-income people who were being 
served. Those public health nurse-midwives caught the 

.fancy of the public; the faqiepf the ^nurses on horse- 
back" spread across the entifl country. Financial sup- 
port tor FNS over the yeaii was sought and found 
throuffli the rnediunl of "local Committees,, lairgely com- 
{josed of woiTten, in »,^imb§|^ urban areas. Recently^ 
the Service, possibly spStkeq by national guilt over 
the Appajachian poor, ji^been able to Markedly 
expand its services, includijjrg^hS building of a modern 
40 bed hospital. Mrs. Breckinridge's dedication to^ 
nurse-midwifery with its special expertise. .priority 
for delivering humane care to childbearing faitfilies will 
long be remembered as the^elen^ent essential to the 
success of this important program. 



Historical Faj^tors — ^Mat^ity Center Association ^ 

The other outstanding support for nurse-jnidwifery 
has come from Maternity Center Association (MCA), 
which started the first American school of nurse- 
midwifery in 1931. MCA is a 56-year-old voluntary 
health agency wh^ was women sponsored and has 
always been directed and administered by women. Thie 
first General Director was Frances Perkins, later 
Secretary of Labor in Franklin D. Roosevelt's adminis- 
tration and renowned as the first woman cabinet mem- 
ber. The agency wasvadministered for almost^fifty years 
by a nurse. Hazel Corbin, throughout its period of 
initiating and sponsoring nurse-midwifery education. In 
spite of several outstanding projects demonstrating the 
effectiveness of nur^e^idwifery care in markedly loNv- 



eTing infant mortality while providing satisfying care 
to parents, the obstetrical profession did not acknowl- 
edge the presence of nurse-midwives until 1970. 



At the same t|me the nursing profession behaved in 
what might be Viewed as a punitive fashion toward 
nyrse-midwifery, pefusing.it mny individual identity 
within either the American flurses' Association or the 
National Leaeoe for Nursing. Official nursing recogni- 
tion of nursa-^nidwifery came in 1965, five years eariier 
than that of* medicine, but ten years after nurse- 
midwifery establishfed their own professional organi- 
zation today known a^^he American College W 
Nurse-Midwives. Throughout these years then, it wa!^ 
not (he, public but rather the profession which ob- 
jected^ to nurse-midwifery care. That care was carefully 
kept from- any , but "medically indigent" women until 
provider shortages were acknowledged early in this 
decade. 

Nurse-Midwifery Today 

~ Beginnrn]5"iirt970, Klatemity Center expanded its 

support to innovative projects in which middle and up- 
per class women were served by an obstetrician/nurse- 
midwife team. This was done in order to dispel the 
stereotype that nurse-midwifery care -is second-class 
bare suitable ohly for those who can't afford "the real ^ 
thin^" — physician care. On-site consultants were dis- 
patched to help develop programs at the Community 
. Hospital of Springfield and Clark County in Ohio 
and at Bopth lylaternity Centgr in Philadelphia. The 
latter site in particular demo^nstrates the principles 
for success which Ms. Manff^i elaborated. At Booth, 
[ a frjee-stahding, full service maternity hospital, a^family 
centered program was developed 'by professionals in 
concert with fcommunity. nKmbere. 1^ spite of the de-i- 
^lining birt^ji rate, it^urilization/has 1nc?<feased five-fold 
since its o pening jos^rogpygCrs ago. 
• Oyej the Mst five y&rs, the number of sites pro- 
viding nursenniidwifery edarational programs has in- " 
\ creased from eigjht to 21 . I^ddition to basic programs, ^ 
nine^^fresher courses de^gfted to brir^g back^Mo, the 
clinical milieu bot*h out-ojPpractice U.S. pr^psftfed and 

' ^foreign prepared nurse-niidwives 'are offered. In Ac 
same period, the American College of Nurse-Midwives 
has increased in strength and regulatory function, pro- 
viding, school approval and national certification for 

individual nurse-midwives. 
I 

Spontaneous ^Innovation'' — ^The Rbtum of Lay 
Midvtifery 

New innovative programs must relate to the in- 
creasedx^ublic ^demand for more personalized, lower 
cost maternity'* care, especially for the nomjal child- 
bearing family.. We are seeing in the United States in- 
creasing numbers of such families "opting out" o| the 
system in favor of home delivery. Almost. by definition, 
home delivery is unattended by qualified professionals 
— fewj|do£tors__are willing or able to respond to re- 
quests for domiciliary care. In addition, at least one 
district of the American College of Obstetricians and. 

delivery, reaffirming the hospital as the only place for 
the intrapartum -experience.'^ Because nurse-midwives 
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function in concert/ with their obstetrical colleagues, 
they are, in effect, . also prohibited from providing 
domiciliary care. In any event, it is doubtful that a sys- 
tem of domiciliary care would be less expensive than in- 
hospital care. What we are seeing now in the United 
States is the spontaneous growth of an old/ new 
profession, lay midwifery — self-taught X>r apprentice 
care — ^because, as I.have h^ard lay midwives jDoignantly 
explain, "somebody ha^ to help". 

An Innovative Response / 

Maternity .Center' Association has J developed a 
demonstration ptoject which is designed^to test^t-of- 
hospital comprehensive maternity care provided by an 
obstetrician/ nurse-midwife team, as an alternative t6 
do-it-yourself home delivery. We estimate that care in 
our, home-like setting can be provided at one-third to 
one-half the cost of in-hospital private care (ranginjg 
in New York City from $1,200 to $2,000) and we ex- 
pect that our highly educational care, zUtuned'to the"' 
needs of low-risk families will be of high quality, at 
least as safe as **private care". Low-risk .families select- 
ing our unit will be rescreened continually /according > 
to carefully elt^lished criteria throughout the entire 
childbearing experience. There is hospital back-up sup- 
' poj;t« and emergency* transfer procedures have been 
tested. Labor and delivery wilj be accomplished in our 
setting, as will pediatric .exam of the infant. Families 
will return to their homes within 12 hours; there they 
will be followed by the New York Visiting Nurse 
Service within the first 24-h6urs and again on tHe third 
day postpartum.. Families vyill return to the Center on 
the seventh to tenth day and again at five to six weeks 
'for the usual check of involution and institution of ^ 
fertility control servicesi» Moreover, th^y will be ex- 
pected and encouraged.to participate in decisionmaking ' 
regarding management. The patient, then,"- is an essen- 
tial member team. Another essential will be the 
ajready mentioned educational component which is , 
deigned to assist women to more eflfectHfely fulfill 
the primary diagnostician role 'which is, in fact, theirs 
and not that of any provider. Irrespective 'of first con- 
tact health care worker, is not our greatest resourqe 
in health care the woman in the horAe? It is she, gen- 
erally, who decides when any familM member gets to 
and into the system, and who can jmplbme*it preventive 
Care on a day to day basis. The Colombian regionaliza- 
tion plan presented by Ms. Manfredi recognizes this 
fact. . 



Chalige WiB Come * 

Is it surprising that this project, which we Kope will 
serve as a model for, provision of primary maternity 
care services, has stirred a great deaf of controversy 
among professionals? But the public has taken the 
reins and demonstrated that it holds the options. 
Women are demanding a decisionmaking role ni their 
, person^ reproductive care. Nurse-midwives, once the 
people "farthest out", no longer are. 

This project Addresses itself to all those concerts sg 
often seen in the literature — distribution of services 
according to physical need, efiicieUt team utilization 
of provider skills, emphasis on 'health education and 
preventive care, reductiog of costs of care — (merely re- 
aligning of patterns of reimbursement is not sufficient) 
— care which is responsive to consumers (families) and. 
personalized. In addition, comprehensive evaluation anfl ' 
ongoing utilization review are provided for. What then 
is wrong, why is there controversy? Why do obstetri- 
cians sjiout "retrogressive"? This model is successful' 
in other parts of the world, surely it deserves a chance 
to be tested. Professional opposition persists in spite of 
approval by the duly constituted public body. Have the 
project's implementation problem? arisen f(bm the fact 
that it was conceived and designed by women, that it 
has been supported to date by women-raised funds? 
Perhaps you can answer better than I. And when I ask 
opponents how they would solve riie "optihg out" 
problem, I am told, "those people fire ignorant; educate 
them." , . . ' 

Yes'terday we*heard Dr. Theodore Cooper, our new 
.Assistant Secreta^"- of Health, ask u^ as women to 
provide answers to serious health problems. Are you 
listening. Dr. Cooper? 
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Solve the problems facing the massesTy-fopd, shel- 
ter and clothing, fuel, rice, cooking oH and Salt, , 
- sicknessijmcUhygiene, and marria'^e.. In short, all - 
. the .practical problems in the msfsses' everyday life 
should claim our attention. If we j^^ttend to thb^ ^ 
prbblems^solve them and satisfy the^needs of the* 
- masses, we shall really become organisms of the • 
well-being of the masses, and they wiH truly rally 
round us and givers their warm ^support. 

The remarkable changes whid|1iavfe taken place in 
the well-being of the Chinej^e people over the past 
quarter century have begun t^| Seep into the conscious- 
ness of people in the West. We are beginning to accept 
those reports which seemed so unbelievable four or five 
short years ago — that 800,000,000 Chinese are ade- 
quately feeding themselves, that the incidence of in- 
fectious disease has dropped dramatically, that drug 
addiction and venereal disease have been essentially 
elminated, that the streets are immaculately clean and 
beggars nowhere to be seerV, that the people look 
healthy* and, above all, seem to live and ^Mrk with a 
sense of purpose, that, in short, the ChinesPare "solv- 
ing the problems facing the masse§". But although this 
image of the New China is now^^nerally accepted, thTT 
techniques which the Chinese have used to bring about 
these startling changes are not as clearly understood. 
This lack of understanding' is in part due to the vasj^ 
cultural differences between China past and present, on . 
the one hand, a^d Western history, culture and de- 
velopment, on the other. But our lack of clear percep- 
tion of the techniques the Chinese have employed since 
1949, and indeed, employed in microcosm in the areas 
controlled by the People's Liberation Army some forty 
years ago, is also due, I believe, to our reluctance to see 
and to understand. For the Chinese experience may 
well have implications for other societies — implications 
which we prefer not to recogniz^. 

♦ Portions of this paper have been drawn from Serve the 
People: Observations on Medicine in the Peoples Republic 



Press, 1974) and Families of Fengshenf^: Urban Life in 
China, by Ruth SideK (Baltimore, Md., Penguin Books, 
1974). 



'^^ In this paper I wquld like to^focus on these tech- 
niques; on decentralization, on deprofessionalization, 
on self-reliance and mutual aid, on massive effort? to 

'^educate the entire population abput health, on mass 
participation in health^care, and on extensive use of 
indigenous non-professional? <o do preventive work 
and provide primary care. I will also explore the effect 
that adherenee to these basic principles has had in 
opening participation in the health field to people of 
all classes and particularly to women. It is only through 
an understanding of the h§sic principles of the Chinese 
'Revolution that we can gain soi^e . understanding of 
the new roles for women in heaUh care dfclivery in 
that society. But first a brief look at the "bitter past". 

^he Bitter Pasf 

The Chinese never speak simply of the past but al-; 
ways of the "bitter pasf'j a time when the country was 
plagued with alrnost every known form of infectious 
and nutritional disease, including cholera, leprosy, 
tuberculosis, typhoid feva?, plague, beriberi and scurvy; 
*when venereal disease and drug addiction were wide- 
spread; a time when, according to one observer, China 
suffered four million "unnecessary" deaths each year. 

To have some conception of the problems which 
faced the new Chinese government when they took 
power in 1949, commonly referred to as the Liberation, 
one must first have a glimpse of the conditions under 
which people lived twenty-five short years ago. Accord- 
ing to Theodore H. White and Annalee Jacoby, re- 
porters in China during Worid War TI: 

The cities reeked of opium; cholera, dysentery, 
syphilis, and trachoma rotted the health of the 
people . . . sewage and garbage were emptied into 
the same stream from which drinking water was 
taken . . . Dust coated the city^ (Chungking) al- 
most as thfckly as mud during the wintertime. 
Moisture remained in the air, perspiration dripped, 
• and prickly heat ravaged the skin. Every errand 
became an expedition, each expedition an ordeal. • ^ 
,..Smrm_s_jof bugs emej::ged; snTall green ones swam 
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on drinkhg water, and spiders fouF inches across* 
^crawled on the walls. The famous- Chungking mos- 
quitoes came, and Americans claimed the mosqui- 
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toes worked in threes; two lifted the mosquita net, * 
while the third^ zoomed in for the kill. Meat 
spoilt; there was never enough water for wash- 
ing; dysejitery spread and cotild not be evaded.^ 

Rewi Alley, a New Zealander who has liv^ for 
many years in China, describes child laborers in a 
light-bulb factory: ^ 

There are nine factories in the Immediate vicinity * 
of this one, each packed to capacity with child 
workers amongst wlionri skin disease, 'su(!h as 
•scabies and great festering legs due primarily to 
bed bug bites, arQ very comm6n. I was especially 
struck by the bad condition of two little boys 
/whose beri-b^ri swollen legs were covered with 
running sores, and whose tired little bodies 
slumped wearily against the bench after they have 
moved to answer my questions.^ , 

In addition to the cruel, {Jovferty under which the 
Chinese peopl^. lived, which cre^tpd some and exacer- 
bated most of their health problems, th^e existed a 
wdfefully inadequate numb^Nof medical personnel and 
hospital facilities. The history of medical manpower in 
China before Li^«;ration is n dual on6. On the one 
hand, it is the history of triaditional Chinese medical 
practitioners who by legend wei^g^ticing herb medi- 
cine some thirty cejjturies before. th^STjeginning oP'the 
Christian era; on thfe other hand, it is a history of the 
introduction from abroad of what the Chinese call 
"doctors of Western medicine," followed by the train 
ing of such doctors in China. 

The practitioners of traditional Chinese medicine 
varied greatly in their training and skills, and the ab- 
sence^ of any well-defined national qualifications for 
those doctors prior to Liberation makes it very diffi- 
cult to estimate their number. When qualifications for 
doctors of Chinese medicine wer§„ formally defined by 
the government in 1955, the total number for thie entire 
nation was given as 486,700.* It is, therefore, not 
unreasonable^ lo estimate the number of traditionaT 
doctors in 19.49 at about 500,000, or about one for 
every 1,100 of -the estimated 540 million population 
at that time. 

Although the definition of a doctor of Western 
medicine is considerably simpler,* estimates of their 
number are almost -a'^ varied as those of traditional 
doctors. An educated guess places their number at 
no more than 20,000, leading to a Western dqctor- 

. population ratio in 1949 of no more than 1:25,000. 
Furthermore, most of the doctors trained in Western 
medicine who did exist practiced in the cities of the 
east coast, leaving almost no Western-type doctors in 
the rest of China. 

Among these Western-trained personpel were 
women, who played a role in medical care in China 

^long before other fields were open to them. In the 
1890's a small group of women studied to become 
physicians in the United States under missio nary 
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auspices. Despite a social climiate that surely was not 
conducive to their acceptance in a profession such as 



medicine, ^the women doctors were remarkably success-' 
ful — -in part, no doubt, due to the reluctance of Chinese 
women to be treated by male physicians.® From 1934 
until 1946 there was a steady increase of y^ftmen in 
health work and by 1946 the health field, in which 
27.8 percent of the students were women, was the third 
most ^popular profession for women; it is unclear, . 
however, from available statistics what percentage of 
women were physipians and what (Percentage were other 
types of medical workers.® In a 958, women constituted 
40.2 percent of the student body in the fields of medi- 
cine and pharmacy, while in literature, art, and educa- 
tion they c0;i§tituted only 22.2 percent. ^® Women also 
functioned as midwives^articularly in the rural areas; 
in 1952 it was reported that in 1950 alone 46,371 
old-style midwives were re-educated".*** 

Hospital facilities in which medical manpower might - 
practice were similarly limited. The range of estimates 
of the number of hospital beds in |949 is wide; a 
recent one given by Chinese physicians visiting Canada 
in 1971 was 90,000,*® or one^bed for every 5000 
people. In short, the only medical care availablejto the 
vast bulk of China's population who lived in the rural, 
areas and toimost of those ^ho lived in the cities was 
provided by traditional practitioners and herbalists, 
many of thetii^' inadequately trained even^in traditional 
Chinese medicine. EveiK where Western-type facilities 
existed, superstition and ignorance often kept people 
from using them. Preventive medicine was almost nonr 
existent,^^ and the cycle of poverty, disease, andjdiSr 
ability seemed to many to be endless and immutable* 

Development of Health Services After 1949 

When the Communists toolc power jn 1949, one of 
their first priorities was the provision of more adequate 
medical care. At a National Health Congress in Peking 
in the early 1950's four principles were adopted, which 
remain the foundation on which medical policy is. 
determined: ^ * 

1. Medicine must serve the workers, peasants, and 
soldiers. 

2: Preventive medicine must be given priority over 
curative medicine. 

3. Practitioners of Chinese traditional medicine 
must be united with practitioners of, ;x Western 

^ medicine. 

4. Health work must be integrated with mass 
movemems. 

This last principle is of great importance* because 
the Chinese leaders recognized that .the great mass of 
the Chinese people had to be educated about health — , 
about sanitation, infectious disease, venereal disease, 
principles of public health — for a revolution in health 
^to take place. They recognized that a dramatic change 

in the health care o f China's v ast population cou ld n df 

"n)^^upeTimpos«^ serlBjout 



^jj^volving people in their own health care. 
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This firm belief in popular pacticipation and in the 
iflScacy of learning through doing has been a crucial 
part of Chinese Communist philosophy since the 
ifenen days. As early as 1937 Mao Tse-tung stated in 
his essay "On Practice"! 

If you want knowledge, you must take p^. in the 
practice of changing reality. If you want to know 
the taste of a pear, ypu must change the pear by 
eating it yourself. If you want to know the struc- 
ture and properties of the atom, you must make 
physical and chemical experiments to change the - 
state bf the atom. If you want to know the theory 
and methods of revolution, you. mu^ take part in 
revolution. All g^hlline knowledge originates in 
direct experienced^ 
^ - 

Thiis, while the mobilization of the. liiasses has been 
he^primary technique by wjiich thc '^hinese have ac- 
:ompIished their feats of engineering— the construe^ 
ion of their canals, bridges, large-scale irrigation proj- 
^ts, and dikes and the damming of rivers — it has also 
yeen the primary mechanism in theiiltezfts of human 
mgineenng* Han Suyin describes the process of edu- 
:ation of the masses since 1949 as one that has in- 
rluded the "eradication of the feudal mind" and "get- 
ing the^ masses away from^^he anchored belief tha| 
i'atural calamities are 'fixed by heav^h^ and that there- 
ore nothing can be done ,to remedy one's lot". She 
lontinues: "To bridge this gap between scientific mod- 
;m man and feudal man, thie prey of superstition, and 
p do it within the compass of one generation, is a 
brmidable task".\^^ne of the prime techniques used 
o accomplish %is "formidable task" has been the 
ictivating of the people^ In health care< this has meant 
he broadest involvement of people at every level of 
ociety in movements such as the Great Patriotic 
iealth Campaign. Another technique has been the 
ecruitment from the population they, are to serve of 
elected groups of people such as barefoot doctors in 
he countryside. Red Medical Workers in the cities, and 
irorker doctors in the factories. 

During the first decade and a half of Communist rule 
mprecedented changes took place in the health and 
lealth-care system of China. Cholera, plagtte, smallpox, 
ind most nutritional illnesses quickly disappeared; 
►pium addiction was eliminated, largely through 
ommunity-based efforts; Venereal disease tool^ some- 
what longer, but through a combination of social and 
nedical techniques was reportedly almost completely 
riped out ip ^^nost of China by the early 1960^s. 
Tirough 'the Great Patriotic Health Movements, the 
teople were mobilized against the "four pests": flies, 
nosquitoes, r£?ts^nd bedbugs. As the process was de- 
cribed in 1971» "old customs and habits of the people 
i^ere changed," "society was remolded," and "a new 
ocial attitud^of 'regarding hygien^ as an honor" took 
oot^mong^Bg^ , ^ 

HealtlTca^^Eonnel were traihed'at an astonishing 
ate. It is es^Hled that over 100,000 doctors were 
rained in less man twenty years and large numbers of 
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assistHBtdoctors, nurses, midwives, pharmacists, and 
radiolojppind laboratory technicians as well. 

But despite these incredible advances that took place 
during the first fifteen years of Conmiunist rule, the 
Chinese medical establishment was severely criticized 
durftig the Cultural Revolutiqn. Mao Tse-tung singled 
out the Ministry of Health for criticism in a statement 
made on 'June 26, 1965. In his statement Mao urged a 
shorter period of time for medical educadpn, that more 
time and effort be devoted toward "the pevention and 
t, the improved treatment of* common diseases," and par- 
ticularly castijgated the medical establishment for neg- 
lecting the ^needs of people in the countryside. The 
final sentence of the statement, which has come to be 
known as simply the "June 26 Directive", is: "In 
medical and health work, put the stress on the rural 
areas!" ' \ 105 

^ince,the Cultural RevoIutionC1966-1969) the Chi- 
nese government has attempted to redress the balance 
between life in the cities and life in the rural areas.^'' 
In medical care this has meant increasing the number 
of hospitals and hospital beds, sending mobile medical 
teams from the cities to the countryside and training 
large numbers of "health workers" and barefoot doc- 
tors./^ , 

The Bairefoot Doctor 

In 1958 the entire^countryside of China was divided 
into communes^formal, self-contained political units, 
with their own internal governments. jCommunes are 
sulxlivided into "productian brigades which in turn , arc 
subdivided into production teams. The commune is the 
lowest level of fc3^ml state power in the rural areas 
and is responsible for the overall planning, education, 
health and social services for its population. 

Efforts to train indigenous rural personnel who would 
participate in agricultural production and at the same 
time deliver ^ealth care actually began in the late 
^%950's. For example, in 1958, as part of the Great Leap 
Forward, physicians^ in Shanghai organized themselves 
to go to nearby rural areas, where, in cooperation with 
the clinics of the people's communes, they trained in * 
short-term classes and through practice, large numbers 
of health workers N^ho did not divorce themselves from 
production. Figure^s for June 1960 show that there were 
over 3,S!0Q such health workers in the more than 2,500 
production brigades of the ten counties, under the 
Shangh^^ai murticipality.^® , 

During the period 1961-65 there >vas said to have 
been a cessation of training and a reduction in the ^ 
number of such health porkers. A report, now criti- 
cized as "revisionist", "counter-revolutionary", and 
"malicious" was issued that condemned the role of the 
health workers in the production brigades and sug- 
gested that it would be better if they dropped their 
medical work and devoted themselves to agricultural 
tas ks. Tb^e^3AQfl Jie^althjvoj-kers jnjhe Shanghai cburi- . * 
ties were, therefore, reduced in number to just over 300. 
In the months immediately preceding the Cultural 
Revolution the training of rural health workers v^as 
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apparently resumed, and by the time Mao Tse-tung 
issued his "June 26th Directive" in 1965 the number 
of health workers in production brig^de^ of the Shang- 
hai countie^ had increased to niorej than 2,300. 

The training of bare(^b|' doctors 4jegan'in earnest 
following Mao's directiveVxhe term 'Ijarefoot cioctor** 
(chijiao yisheng) looseg ^iuch in, translatjion; barefoot 
doctors are neither bwfopt not doctors.' ^The word, 
chijiaq, barefoot, is used ko e niphasize that the barefoot 
doctor is indeed a peasarfHathef thahl^ the 
lack of footwear. Xo quote directly from a definition 
provided in .English by the Ghinese- themselves: "A 
'barefoot, doctor' is a pe^sapt'i^rfto hsfe had basic 
medical training and gives^^tr^tment Without leaving 
productive work. He gcts'^the 'nam^ because in the 
south peasants work barefooted . in rice paddies".^® 
106 The reader should also not be confused by the transla- 
tion of yisheng as "doctor", which it indeed means in 
other contexts. Chinese officials do not equate the 
chijiao yisheng with regularly trained doctors: the 
fornier are counted in statistics as peasants rather than 
as health workers. Their patients similarly are said 
to understand the differences. They refer to their bare- 
foot doctor not as yisheng or daifu (which also means 
doctor), but as tongzhi (comrade), the common form 
of address for everyone in. China, including doctors. 

Still using the Shanghai countryside as the example, 
by 1968 there were 4,500 barefoot doctors who them- 
selves had trained more than 29,000 peasants as 
auxiliary "health workers" for the production teams. 
In 1971 the 2,724 production brigades in the rural 
counties of the Shanghai municipality were served by 
7,70i barefoot doctors. Their number had apparently 
increased markedly throughout China, for there are 
now said to be "over a million" barefoot doctors and 
the Chinese are very proud of their work. Unlike the 
attitude of Soviet health officials, for example, who are 
attempting^ to "phase out" workers, suclr as the feld- 
sher,2<> or at least give them a^more limited, technical, 
subordinate roie,-l 'the Chinese feel that the barefoot 
doctor is playing an indispensable role in health care 
and is likely to continue to do so for many years to 
come. • 
V • - As ia the current recruitment - of . medical students 
in China, barefoot doctor trainees are chosen by those 
whom they will serve. Political ideology and a desire 
to ifierve the people" are said to be of major impor- 
tance in their selection; -while these are ideological 
qualities, the teams and brigades seem to be attempt- 
ing to select individuals who genuinely^wani^^to care 
for others. Barefoot doctors frequently merilion the 
lionor they feel on being chosen for training by their 
fellow production team or brigade members. 

Because ideology and the desire to serve rather than 
specific skills are prime qualifications in the selection 
of the barefoot dtJctor, and the Red M|u|ical Worker 
and the worker doctor as well, these jots are open 
both to men and to women. The lower level of educa- 
tion and lower level of skills which wer& a legacy to 
thg^ vast majority ,of Chinese women from pre- 



revolutionary .China ane not the impediments to be^ ;^ 
coming health workers that they would be in other 
more highly technical fields. The 1962 report of the 
Third Kwangtung Provincial Woman's Congress de- 
scribes the special disadvantages of women workers: 

In mobilizirtgjjfltJfnen to take part in production, 
we must in consideration of the sp«:ial conditions 
of women, adopt various appropriate measurers 
. . .Generally speaking owing to the influence left 
dverfrom tiSe^^^ 

dards were relatively low; they were haunted by 
an inferiority complex and seldom had ^n oppor- 
tunity to participate in tocial activities." 

The very characteristics which the Chinese seek m, ; 
the recruitment of paramedical personnel — closeness to^' 
the other members of the community, rwplutiqn^^ 
fervor, a desire to "serve the people,*' a quality erf 
paring — arenas likely to be found in women as in men,- 
As Joshua Horn has said, the qualities stressed in 
barefoot doctors are ones **of selfless service to the 
people, of limitless responsibility in work and of per- 
severance in the face of difficulties. The intention was 
not merely to impart medical knowledge", Horn con- 
' tinu^*'but to evolve a new kind of socialist-minded 
ruralCealth worker who wotfU retain the closest links 
with the peasants and b^ontent to stay permanwtly 
in the country side'*.^^ Many g^pese feel, furthciJiijllB, 
that the qualities of carflljipflfflfc^^ often thoUg}it 

to be desirable characteristics in medical workers are 
more likely to be found in women than in men.^* 

The barefoot doctor*s role as a production brigade 
member, a peasant who spends most of the time dur- 
ing planting and harvesting seasons doing agricultural 
work, must be stressed. In slack periods, however, a 
considerable part, often more than half of the time, is 
spent catching up on tfie hiealtb needs of the produc- 
tion brigade, particularly in the areas of environmental 
control and preventive medicine. The barefoot doctor 
is considered by the community as a peasant who per- 
forms some medical duties rather than as a health 
worker who docs some agricultural work. Herein, as 
- ^ell as in length and content of training and in certain 
aspects of. the job description, lies the difference be- 
tween the barefoot doctor and the Sojw^^ /?14"_ 
sher.2« 26 xhe feldsher is clearly thought of, and thinlw 
of himself, |s a health worker in rural practice. As a 
result he feels put upon if he is required to do any 
nonmedical wot*. The view was effectively presented- 
in a 1968 story, 'Hay is Our Main Concern," in 
Krokodih the Soviet satirical joumal.^^ In tiiis story, 
the feldshers are required to cut grain to feed their own 
horses, a task they obviously consider a waste of their 
timd and medical training, as well as — though it is not 
' explicitly stated — ^bclow their dignity. 

Neither should the barefoot doctors be confused 
with the medical assistants of certain countries of Africa 
and the South Pacific who, like feldshers, spend ts^: 
sentially full time in health and medical carets and 
are separated in a number of tangible and intangible 
ways from the people they serve. Few parallels to 



diie ba^ in other countries; where 

:thcy do exist they are usually called ••auxiliaries".*® 
the time spent doing medical work, barefoot 
'doctors receivifwages on a scale similar to agricultural 

workers. A commune memjber's income depends on 

fhei total income of the conunune aind the number of 
VfoA points he collects. Barefoot dbctors generate work 

points by doing medical work just as though they had 
. been doing agricultural work during the same period. 
T:;iKc~fcllow" cbmm^ 

ceive an equal share of the distributed produce of the 
commune, and cash from its sale of proiduce based on 
the number of work points they have collected. 

As a peasant, the barefoot doctor*s income is lower 
than that of the doctors working on the commune, who 
jMe_npt , considered to^^b^ peasants. Beginning dpctpre 
now earn a salary 9n the order of 600 yuan (about 
U.S. $240) a year compared to the 300 yuan or less 
earned annually in cash by the peasants, including the 
barefoot doctors. Since the cash income of the bare- 
foot, doctor and other commune members is supple- 
mented by distribution of produce, however, and since 
the cost of living in the . communes is said to be much 
lower than in the urban areas, the differences ipay be 
less marked than they appear. 

The training of the barefoot doctor varies from 
commune to commune. Formal training ranges from 
three or four months periods in successive years, inter- 
spersed wjth on-the-job supervision and-guidance, to a 
single three-to-six-month period of training followed 
by a variable period of on-thcrjob experience. The 
formal training period is usually taken in a county or 
commune hospital and is fairly evenly. divided between 
theoretical and practical work. As seems to be true of 
most job requirements in present-day China, there ap- 
I pears to be little emphasis on particular duration or 
type of training, and even less on earning a specific 
credential or degree; rather, it is on the skills an indi- 
vidual demonstrates in a particular j^b situation. 

As with the educational pattern of regular doctors, 
there is said to be little stress on grades and competi- 
tion among the students. Each is expected to help 
fellow students who» may be slower at learning the 
material or the techniq In aiiy event, since each 
barefoot doctor returns to his own production brigade 
to work, there would appear to be little advantage in 
scoring academic points. The impetus for learning 
'cdt|f|j^ from the students' recognition that they will be 
responsible for the health of their fellow workers after 
they return to the commune; this, wd were told, pro- 
videsHhe incentive to learn, rather than examinations 
or grades. 

On returning to the commune there Apparently fol- 
lows a period'' of fairly closely supervised work. A 
most important pjLTt qf the training is felt to be the 
barefoot doctorl^^egular work with trained doctors 
in the commune hospital and health center. The na- 
ture of this training varies from commune to commune, 
ranging from the barefoot doctor ^spending one day a 
week to as little as one day a month at the center. 



As with theif training, barefoot doctors* duties vary 
from area to area, commune to commune, and even 
brigade to brigade within the same commune.; Thercf. 
are. However, many stanflard activities. In genehd they 
have responsibility for: environmental sanitation, health 
educatibn, imm linizations, .first dd, and aspects of per- 
sonal primary medical carjc and post-illness follow-up. 

With regard to environment^^sanitation the bare- 
foot doctor is responsible, for ^^piiple, for the proper 
~ collectionrtr eatmOTtrstorage, aridnase of-human fecc 
as fertilizer. Whilsrih^ tasks are usually canied out 
by health workers who were trained by a barefoot 
doctor, the work is inspect^ regularly by the barefoot 
doctor. Barefoot doctors are responsible for directing 
campaigns against such pests as flies, cockroaches, 
fleas, or snails, and ^ the health workers visit 

the homes of commune members regularly to spray 
insecticides. Health education e^orts include teaching 
hygiene to fellow commune ^members. 

The training and. responsibilities of Liu Yu-shen^ 
the twenty-eight-year-old barefoot doctor of the Rouble 
North Production Team (population 509) ^l|||f^ 
Double Bridge People's Conunune near Peking are 
tmly, typical. After graduating from' junior middle 
school Liu worked in the production team as a peasant. 
When in 1965 Mao Tse-tung issued his June 26th 
Directive to put stress on medical care in the rural 
areas, Liu was elected by the membcfrs of the team 
to be trained as a barefoot doctor. He wa;5 trained for 
three months in his commune by mobile teams of 
doctors from urban hospitals. Since he began his work. 
Comrade Liu has had short leaves of absence for 
fij^rther'study, and recently he went to Peking for three 
months to study tra^l^ond: Chinese medicine. He 
focuses on prevention, health education, and the treat- 
^ment of ••common diseases*'. ^ . 

Immunizations are an important responisibiiity o( 
the barefoot doctor, although again they are often done 
by-the health workers under supervision. At the health 
center of the Mai Chai Wu Production Brigade of the 
Wes*t Lake People's Commijne. near^Hangchow, Mai 
Jen-Chai, one of the brig|i^e*s two barefoot doctors, 
keeps detailed immunization records for each child in 
the 251 families of the brigade; as in the cities, the 
immunizations are for diptheria, pertussisT, poliomye- 
litis, measles, smallpox, meningococcal menih^tis, and 
Japanese B encephalitis. 

The barefoot doctor is iisually readily available for 
medical emergencies since he normally wdics in the 
fields with his patients and lives among themr Comrade 
Mai reported that he treats colds, bronchitis, gastro- 
intestinal disorders, measles, and minor injuries; more 
complicated problems are referred to the commune 
^alth station. The auxiliary health worker applies 
dressings for minor injuries and ^ves medication for 
heada9h6s, colds, and fever. 

Hsiao Hsiu-yun, a twenty-two-year-old barefoot doc- 
tor at the Taiping-chiab Production Brigade of the 
China-Rumania Friendship PecJpie's Commune south- 
west of Peking, was trained in the commune hospital 
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for three months bepnning in January 1970. She and 
thirteen otlyr barefoot doctors care for the 'iight 
diseases" of the brigade's 2,900 people.* They take 
turns staffing the sparsely .furnished, three-room bri-, 
gade health Nation from 7:30 a.m. to noon, and again 
from 2:30 to 7:00 p.m. In addition, one of them is 
always on duty at the health station during- the lunch 
break, after seven in the evening, and all night. 

These barefoot doctors immunize all the brigade*s 
_ children fr6m"th"e~ages of one to seven; the imn^^ 

tion records are kept on cards in the health station and 
are filed according to production team. WhUe the bri- 
gade midwife delivers the babies, according to Comrade 
Hsiao, the barefoot doctors are responsible for edu- 
cating the brigade women about family planning and 
providing- them with contraceptives. They also plant 
108 traditional Chinese medicinal herbs, go to the moun- 
tains to collect additional herbs, make up pills, pre^ 
pare injections and iilf and label the vials. 

In the communes the brigade midwife^ invariably a 
woman, receives ir^mipg similar to that of the bare- 
foot doctor and hasiipcffial status. She provides prenatal 
care and health education, and performs uncompli- 
cated deliveries. Nfidwives give special attention to edu- 
cation in, and encouragen^ent in the use of, birth con- 
trol methods. For example, Kao Nin^-shin is the mid- 
wife for the Sing Siiw Production Brigade of the Horse 
Bridge Commune omside of Shanghai. The brigade 
consists of 1,850 people and in 1971 was served by 
four barefoot doctors and one midwife«aComrade Kao 
is thirty-three, tn 1966 at age twenty-six she received 
a three-mpnth ^dwif ery course at the county hospital.. 
She usually perforins two or three deliveries a ^lonth 
and retdllis to the county hospital one day a moiTth 
for "further training. 

The Red Medici Worker 

Cities are decentralized in much the same way as are 
rural areas. Cities are governed by /evolutionary com- 
mittees, which are formal governmental bodies; their 
health services are coordinated by the local bureau of 
public health. The next lower levels of urban organiza- 
tion are "districts" which are subdivided into "neigh- 
borhoods", the lowest level of formal governmental 
organization in the city. The responsibilities of neigh- 
borhood committees include the administration of local 
factories, primary schools, kindergartens, a housing 
department, a neighborhood hospital or health center 
and supervision of the residents' committees. The resi- 
dents' committee is a "mass organization" with elected 
indigenous leaders rather than a formal governmental 
body. 



* This commune, with a population of 46,000, had trained 450 
barefoot doctors. That ratio of approximately 1:100 (or 
1:200 in the Taipingchiao brigade]^ was the highest ^we ob> 
served in China. 7ht 7,702 barefoot doctors in the rural areas 
of the Shanghai municipality, for example, serve 4.7 million 
people, a ratio of about .1:600; the latter ratio tS;^^^ore am- 
sistent with the overall estimate of "1 million ba^oot doclbrs 
for China's 750-800 millbn people. 
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For example, the Fengsheng neighborhood m Pe- 
king's West District has a population of 53,000. The 
people are grouped into twenty-five residents* commit- 
tees each of which encompasses about 2000 people. 
These committees provide health. and other social 
services. The health workers at the residents* committee 
level are former housewives who have beeil trained to 
be" Red Medical Workers. A large part of the duties 
of the Red Medical Worker, under the supervision of 
the Department o^ 

hospital, relates to sanit^liSn work iqihc neighborhood. 
As part of the Great Patriotic Health Campaign here 
are ongoing campaigns •j;-]^articularly in the summer 
against flies and mosquitoes, and attempts are made 
to prevent the spread of gastrointestinal disease. 'The 
entire population is mobilized -under- the supervision^ 
of the Red Medical Workers to keep the neighborhood 
clean, with special cleanup days set aside, especially 
around^the May 1 and October 1 celebrations. In the 
winter and spring the health workers, are concerned 
nu||^y with the prevention of qpper respiratory infec- 
tions. Some health stations organize- mass meetings 
and study groups to educate the people about infectious , 
disease; people are taught to report all infectious dis- 
ease to the health station immediately. 

The Public Health Department also supervises the \ 
Red Medical Workers in providing immunizations 
which are usually given in the residents* committee 
health station. The Red Medicaf Workers will often go 
to the homes to bring the children to the health station 
for immunization, and, if necessary, may ^ve the 
immunization in the home. It is considered the re- 
sponsibility of the health workepr as well as that of 
the parents to mak^ sure that all thos£ eligible for 
immunization are, in actuality, immunized. Perhaps it 
is this rputual feeling of responsibility on the part 
ofi-both the citi:jen and the health estamshment that 
acdbunts for the incredible immunization rate and 
subsequent drop in infectious disease in China. 

The Red Medical Workers also have as their re- 
sponsibility the provision of birth control information. 
They give out oral contraceptives directly, ofte^ with 
no specific medical examination prior to initiation of - 
treatment. Intra-uterine contraceptive devices are avail- 
able, and insei^tion is performed by trained personnel in 
the neighborhood hospital. Red Medical Workers make 

^ periodic visits' to all of the women of the residents* 
committee^ area encouraging the use of contraception 
and discussing with them the need to lower China*?" 

* birth rate and the importance of "planned birth*' in the 
liberation of women. If women are burdened by bear- 
ing and caring for many children, they say they cannot 
be part of society and make their contribution to the 
society. 

In one neighborhood in Hangchow, for example, 
health workers trained by Red Medical Workers go 
door to door talking with women about the number of 
children they plan to have and the birth control meth- 
ods they are using. By means of monthly visits to' the 
home of each woman of "childbearing agp/* which is 
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defined as the time from marriage to menopause, the 
Red Medical Workers keep careful track of the contra- 
ceptives used. Abortions are free and easily available 
are rarely requested by unmarried women; preg- 
jtiaihcies iamong unmarried women are said to be ex- 
ceedingly rare; out-of-wedlock births are essentially 
unheiard of. 

; The Red Medical y/orkers also care fdr patients with 
"mi nor illnesses" and provide follow-up care after a 
patient has been treated in a hospital. 'Fpr^ example, 
one day Red Medical Workers were treating patients 
with arthritis using a combination of acupuncture and 
herb medicine and were also checking blood pressures 
in patients with hypertension to determine the appropri- 
ate dose of medication. The therapy for these patients 
had becn started in Hhe neighborhood or district hos-- 
pital and the continuing dose ot medication prescribed> 
there. The Red MedicaL Worker may herself change 
the type^f traditional medicine given to a hypertensive 
patient, but can vary the dose of Western medicine 
only within certain limits. If the patient's blood J)ressure 
is found to be outside the Iij3&1ts set by the hospital, the 
patient is sent back to the hospital for treatment and 
new instructions. ^ 

Red Medical Workers serve the ..fifteen hundjed 
peo^ who live in the Wu Ting Resident^^Committee, 
located in the western part of the FengsMpgNeighbor- 
hood. The Wu Ting health station is locafea in a single ^ 
room off one of the courtyards. Its (airly typical equip- 
ment' includes a bed for examination or treatment, a 
tabje with chairs at which consultations may occui^^nd 
a cabinet with both Western-type and traditional Chi- 
nese medicines. On the walls are a picture of Mao 
Tse-tung, an acupuncture chart, and health-education 
posters. * > 

One of Wu Ting's Medical Workers, Yang Hsio-hua, 
is thirty-eight-yeai^-old. After h^r marriage she worked 
briefly as a sal^^^oman untjl age nineteen, when her 
first' child was^om. Since *then she has been home 
taking care of her children, noW ages nineteen, fifteen, 
and eleven. Two, years ago, responding to a call to 
"Serve the People", which grew out of tl|(p^uljMi'al 
Revolution, she volunteered for one month of'iffaining 
in the Fengsheng Neighborhood Hospital; During the 
training period she and her fellow housewives learned 
history-taking and simple physical examination tech- 
niques, such as blood-pressure determination. They 
were taught the uses of a number of Western and herb 
medicines and techniques of acupuncture anil of infra- 
muscular and subcutaneous injection. PrevCTitive mea- ' 
sures, suph as sanitation, immunization, and birth 
control techniques, were an important part of tne cur- 
riculum. But the mQst important part, according to 
©bmrade Yang, was that she and her colleagues were 
taught that there are no barriers between them and the 
acquisition of medical knowledge other than their own 
fears. Once these are overcome, in part by sessions in 
which the "bitter past" and the feelings of the students 
are shared and discussed, the housewives feel it is^ 
indeed possible to become njedJcal personnel. ^ 



Comrade Yang continues to learn from a doctor 
from the neighborhood hospital who visits the residents' 
committee health station three times a week, from her 
own periodic visits to the hospital about a patient or for 
instftiction, and from the bi-weekly or monthly meet- 
ings of all thg^Red Medical Workers of the neighbor- 
hood. > 

Another Red Medical Worker of Wu Ting is Ot^g 
Cheng-yu, ar forty-three-year-old mother of two chil- 
dren^ twenty-one twelve. She has been a 
housewife all her married life and never worked outr , 
side the home until she became a health worker. Both 
Comrade Yang and Comrade Chang live in the resi- . • 
dents' cbmmittee^area within a few steps of the health 
station. The station is staffed by them and4heir col- 
leagues duringthemoming^ and_againjn_the^afteniQoni„_l:_,; 
^If a patient dc^ not feel well during the times when 109; 
the health station is closed,- the patient can go directly • V 
to the home of one of the Red Medical Workers, al- ' 
though this evidently happens .rather rarely.* 

The health workers are paid a modest sum for their 
work, about fifteen yuan per month, roughly one-third 
the wages of a beginning factory worker. These wages 
come in part from the small payments made by patients 
visiting the health station and in part from the collec- 
tive income from the neighborhood factories. 

T6e Worker Doctor \ , 

China's factories have highly organized medical 
services and are major sites of health jcare in the urban 
areas. Most factories have a central clinic as well as - 
health stations in individual workshops; often there is 
ajactory hospital with beds for short-terifi stays. The 
worker dofetor is the analogue in the factories of the 
Red " Medical Worker and the barefoot doctor; just 
as peasants are chosen by their peers to become bare- 
foot doctors, factory employees are chosen by . their 
fellow workers to become worker doctors. The formal 
training seem^ in general to be shorter than that of the 
barefoot doctor and a little longer than that of the 
Red Medical Worker, .usually taking about a month. 
. Continuing on-the-job supervision and training is con- 
sidered extremdy important. The worker doctor has thft 
responsibility bf health education, preventive medicine, 
and the treatment of minor complaints, which are often 
taken care of right in the workshop. ^ 

At the Fengsheitg Neighborhood Insulation Material 
Factory in Pekirig,''^Tung Shih-ping, a young woman ^ 
of eighteen as the worker doctor to 190 ^workers. 
Comrade Tung attended primary school for six years - 
and middle school for three years, graduating in 1970. 
She came to work in the factory in July of the same 
year, and shortly thereafter was chosen by the factory's . 
revolutionary committee to be grained as a medical 
worker. Starting in November 1970 she was trained at 
the People's Hospital for three nionths. 

Comrade Tung does "mainly preventive work, some 
sanitation work, and treats Might diseases*." She takes 
blood pressures and temperatures, and has a variety 
of medicines twith which to treat minor illnesses. The 



EKLC 



126 



/ 



medicine cabinet in the small room that serves as l^^ 
medical , station is filled with approximately fifty \^^t- 



jcm mediciines and forty tra(fiti9nal medicines. -lj|^tliere 
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f rrs an emergency Comrade Tung will refer theyii/orker 
to the Fen^cng Neigh]borhood Hospital; if thrpatilent 
fails to improve* ^e will be referred to the disttict-level 
People's Hospitd*. Patients with certain illn^es ciui be 
referred directly tq^a'specialty hospital. ' ' {'t 

Comrade Tung also does I amly_^. plajrt^^^ j 

among the women wdrkm in (he factory^^he stressed/ 
that birth c6ntrol is a matter of free chbice,^^t tha^ 
she tries to educate the women about family; ^annin/ 
If a woman has one girl and' one boy, she eh^uragl^ 
the woman to use the pill, which she ptbvideiJ^^r have 
an intra-uterine device inserted in People's Hospital. 
„"HoweYer^ _ the-woman -hks two |pjrls, she usually ^ 
wante another child to try for a hoy/* ^- s F ' 
The Peking Pointing and Dyeirig Mill^ is a much/ 
* larger factory Forty-four mei^ical wbrkers — tw4 
- Westem-traiiie^ doctors, four assistant doctors, <^ 
pharmacist, nine nurses, and twenty-eight worker dcK^^ 
tors--are available to cai^ for 2,000 workers and tlieiyi 
families. Thje^^ftwo doctqj^ attended regular medii^ 
colleges, andjthe four assistant doctors attended middle 
medical colleges. The salary for fully-trained doctors 
ranges from 46 yuan a month for a beginning doctor to 
1 70 yuan a month for the most experienced. The as- 
sistant doctor's salaries begin at 32 yuan a mon^, as 
dp the nurses* salaries, and rise to 80 yuan a month. 

The worker doctors, on the other hand, are paid 
at the same rate as fegularVorkers on a scale ranging 
from 34 yuan a month for the beginner to 240 yuan 
for the most experienced. The twenty-eight worker 
doctors 'were trained for three months, full-time, in a 
People's Liberation Army hospital in 1969 and have 
since had training in eaiil^pse, throat, and eye diseases, 
and iqkr traditional Chinese medicine in specialty hospi- 
#ils.vThey were chosen by their fellow workers and 
received full pay during their training period. 

Sammary 

A major effort has been made in^ China particularly 
since the onset of the Cultural Revolution to provide 
^ ^ increased services to lAose who fomerly had le^t— the 
* " vast rural population arid the ui^Ban poor. "ffl 

ment of new types of health workers — the barefoot doc- 
tor, the Red Medical Worker and the worker doctor— 
■■■■•■^ is at least a partial solution to the problem of bringing 
medical care to China's people. - 

Another important goal has been the involvement of 
large numbers of people in health care both in orjjer 
to make dramatic, immediate improvements in the 
health of all of the people and to change people's views 
about the nature of the universe and the role .they' can 
play in altering their environment. John G. Gurley,'an 
economist, has described China's current view^oytmass 
participation": , 

To gain knowledge, people must be awakened 
. from their iialf slumber, encouraged to mobilize 
themselves and to take conscious action to elevate 
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^and liberate themselves. When they actively par- ■ 
y ticipate in decisionmaking, when they take an in- / 
ferest in state affairs, when they dare to do new ; . 
/ things, when they become good at presenting facts 
s and reasonipg things^out, when they criticize and 
test and experiment scientifically, having discarded 
r myths ano^uperstitions, when they are aroused—^ 
then' the s3k:ialist initiative latent in the masses 
[will] burst Aut with Volcanic force.'® 

The Chinese emphfsis on decentralization and on 
self-reli^ce has meant that communes and urban 
neighborhoods' must -take responsibility for planning 
0. health sources fori tlieir own people. This belief in 
^ decentralization combined with the reliance on mass 
participation an^/deprofessionalization has led to an 
^. - involvement in health of every segment of the society^ ; 
the peasant, the worker, the ."housewife", the formerly 
educated and uiiSnlled, as well as the hig^y educated, 
professional. . : 

Women have^^^comeii significant force in the provi- 
sion of medical dare in China. It is said that half of tl» 
barefoot doctors are women; all of the midwives, nurses ■ 
and Red P^ical Workers are women. Women-^m«^ 
prise 30-4(rpercent of all physicians and 50 percent of 
all medical students. Conditions in China are favor- 
able to the involvement of womSiT in health work. 
While most Chinese women marry and bear childrra, 
supports exist within the family and within society to 
enable them to work outside of the home. Most fami- 
lies in China are three-generational with grandmothers 
available to help with housework and child care. Urban 
women, and to some extent rural women as well, arc - 
entided to extensive prenatal aAd post-partum care and 
to paid maternity leave. A widespread system of prci^ ; 
" school care exists, particularly fti the cities, and after- i: 
school activities for primary school children are 
X^requently provided by the neighborhoods. But what 
is probably most valuable in enabling a mother to 
participate ,jn health care is the belief in multiple qr^ 
shared mothering, the belief that a warm parent- 
substitute can provide the necessary nurturing for the 
healthy development of the child. Fathers artf encour- 
aged to participate in ^tfiis nurturing process -aSs well 

ancl. are, slo-wly, becoming jnore ^involved. „ 

From tiie^ eafljest days, of the Oiinese Rev|fution 
the Chinese have recognized .that involving women 
actively in society was a complex problem. They recog- • 
nized that women, by virtue of their particular **bitter 
past" and their biological role as thothers, needed 
special circumstances and encouragement in order to 
move out of their private courtyards into the larger 
society. The Chinese practice of decentralizing and 
deprofessionalizing health care in the communes, the 
urban neighborhoods and the factor^ enables those 
who live and work there to partic^te in deliv6ring 
medical care while remaining close to their homes and 
families. 

~ TTius, women are indeed participating- in solving the 
''practical problems in the masses* everyday life" and, 
in doing so, are liberating themselves. For it is the 
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Chinese view that the liberation of women cannot be 
viewed separately from the liberation of all of the 
people. As Soong Ching-ling has stated: "The Women's 
Liberation Movement will be ended when and only, 
when ... the process of the social transformation of 
society as a whole is completed".'* V * 
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Ms. Sidel's paper helps U5 to understand something 
about the role women workers have in the U.S. 
health system. The two systems are very different, the 
one reflecting the communist philosophy of serving 
the masses, the other reflecting the capitalist philosophy 
of monopoly control and profitmaking. Nevertheless, 
.both systems depend to a large extent on women work- 
ers, and both have had in the past and still have 
an attitude toward women as primaril/^childbearers 
anid husband-servers, and as inferior hiiman beings. 
Why then the new roles for women health workers in 
China? [ 

We first have to speak of women in general in 
China. The liberation of women from oppression within 
the family was and is a key point in the Chinese revo- 
lution. Thus, the Chinese leaders have made a point of 
creatingWew roles for women in the labor force in 
general and in the health care system in particular. In 
China we find both men and women working in the , 
; same occupations and at all levels of the health system, 
whereas in the VS. women are channelled into nursing 
and allied health professions, with medicine and hospi- 
tal administration reserved for men. The different atti- 
tude toward women can be seen in the support for 
maternal and infant care, which China has made a high 
priority. A philosophy of serving the masses requires 
serving women, who are half the masses, and children, ^ 
who are the future masses^ In the U.S., in contrast, the 
health system pays little attention to such low-prestige 
people. Women patients are often considered to be 
p hysterics or hypochondriacs, and the lack of concern for 
women as^childbearers has resulted in maternal and 
infant death rates that are an internationally known 
disgrace. Sixteejp industrialized countries have lower 
maternal and infant death rates than the United States. 
Thus we can see that government policies toward sex- 
ism affect women ^oth as patients and as workers. 

I am not advocating China as a feminist paradise. 
They have come a long way, but th^y still have a long 
way to go, as they themselves understand. At least 
Ihey are on the road, 

Ms. Sidel's paper is called new roles for women in 
' health care delivery and itjs on roles that I want to 
concentrate. Bj role I mean what they do every day. 
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who they do it with, who they do it for, what is their 113 
position in relation to other people. It is important to 
keep in mind that we are talking about relatively low 
level workers and about women. What they do is not - 
what the U.S. medical system lets its lower level 
workers do, or what the U.S. system lets mere women 
do.'^ 

In China, hundreds of thousands of women have^i-, 
direct, independent, decisionmaking responsibility for 'r,; 
public health, patient care and community action. Of 
the millions of American women working in the health 
service industry, how many have a position like that? 

I think it is useful to look at the Chinese worker^s 
relations to her patients and her superiors. The bare- 
foot doctor. Red Medical Worker, midwife, and 
worker-doctor are doing actual patient care— diagnos- 
ing, pr^cribing, delivering babies, giving immuniza- 
tions, deciding who needs what, making decisions for 
the good of the community; all , independent of the 
control of a physician. Her contact with clinics and; ^ 
hospitals and doctors is limited to a few 4ays ijjjh^ 
plus consultations. The local health clinic ; is. of 
the community. The health worker spends niost bt her 
time in the coippany of people who are not health 
workers. She works in th^ community, with the com- 
munity, for the community. 

What a contrast to our own system, in which most 
workers, including most women workers, work inside 
hospitals under strict bureaucratic control. Although 
the women may do most of the work, the doctors and " 

hospital administrators have control over the work^^ 

make the decisions, tell other workers what to do. The 
role of most women in the American medical system, ; ' 
even women in supervisory capacities, is to work for 
the bureaucracy, for the doctors and the hospitals. 
Most workers' primary task is to serv* the needs of the 
doctors and hospitals, and only secondarily to serve 
the needs of the patients. The bureaucratic superiors 
not only control the subordinate workers but also con-^ 
trol the interaction of the patients with ih^ workers. 
Although most y/omen in health service ^ themselves 
as helping patients, and went into health work for that 
purpose, the actual decisfons they can make and the 
actions they can take are controlled from above. They 
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are taught in|.^training programs ^.nd on the job that 
they should not take independent action, they should 
not majce .decisions, they should not'^challenge their 
supeflors. In sHiprt, they ^should know their place. In 
China she is u^ged .to learn as much as slie can and 
do as much as sh^can, for her constituency and for her 
patients, not for tier superiors. 

^Whether theJU.S. hospital worker will keep her 

able within her occupation, depends on how satisfied 
her superiors are ^yjth her service. In China her future 
depends on how. well she serves her patients, and her 
patients decide throtigh the communityj elections. This . 
difference is not merely because the United States 
medical establishment thinks women are not capable 
of making decisionsil^n a fee for service industryrwhere- 
the money is madc^from treating patients, it is impor- 
tant for the doctots and hospitals to keep control 
over the patients in order to get the money. Lower 
level workers are not seen as resources to improve the 
..nation's health>^but as cheap' labor to improve profits 
' and- income. One reason you find women concentrated 
in highly skilled but very poorly paid health positions 
is that the men at the top see ivomen as cheap labor, 
.as docile labor which will stay in its place. 

Since physicians have risen to their prosperity and 
eminence by adopting the model of monopoly control 
and keeping other people off their income-producing 
territory, other occupational groups have followed the 
model. At each Ifcvel of the occupational hierarchy,, the 
licensure and professionaf certification system limit the 
training of still lower level workers and forbid them to 
use their -skills. The regulations have the effect of sup- 
pressing competition and creating baYriers to upward 
mobility, and of keeping the subordinates' wages down 
while the higher level, occupation tries to expand its 
territory andoaise its income. New occupatiops are 
created to nralntain the^ status quo. When nurse- 
practitioners began moving ioifill the gaps in service left 
by physicians, the medical profession developed the 
occupation of! physician assistant' to keep nurses in 
their place. r 

The division of laborers is bad for people's health. I 
have already referred to the U.S. maternal and infant 
death rates. Few doctors,\and fewer obstetricians, are 
interested in providing prenatal and obstetrical care 
to inner-city or rural wonfen^who cannot afford high 
priced deliveries. Nevertheless, organized medicine cam- 
paigned to destroy traditional midwifery several decades 
ago, and has worked to -tralt>|he spread of nurse- 
midwifery service wHich can provide the desperately 
needed care. Nurse-midwives are competition, and 
organized- medicine prefers^ a monopoly. Meanwhile, 
mothers and babies are dying. * * ^ ! 

. The abolition of the profit motive is not the only 
reason the Chinese system works better. Some countries 
with socialized medicine show hierarchical competitioi| 
sinlilar to the U.S. Rather, the difference is whether 
the work is controlled from above or controlled from 
below. Control from above means that the superiors 



keep their jobs and/or their incomes by keeping both 
patients and workers dependent oh them and getting 
. the subordinate workere to do the dull routine work. 
Only when the community has a measure of control— 
which it has in China since the barefoot doctors and- 
medical workers get paid by their communities— then 
the emphasis will be on gettinj^ the job done by what- 
ever means necessary, by whoever can do it, and to 
y/?^ „^he . lO* ; ^ 

What else do Chinese health , worker*s do? She is 
supposed to mobilize the community4 to take care of 
itself and to protect itself against diseases. Part of 
her job is to stiisup trouble-to lead public campaigns^ 
create community outrag^^ mobilize against health 
hazards, lead reform movements. In this country we 
—also have campaigns -against-health hazards — such as 
lead paint poisoning, black lung disease, automobile 
injury, industrial pollution. The people who lead such 
catppaigns are called troublemakers. Women who lead 
such campaigns are called worse than that. 
# \ Another part of the Chinese health worker's role 
is to educate the community, so that people know what 
to do andVhy, howLtoJ^fefijcare of themselves, arfd be 
independent of the health system. In the U.S., ignor- 
ance keeps people dependent on medical treatment. 
Since public health is not public information, more 
people get sick than need to. Since they are^not taught 
how to treat themselves they have to go to doctors, 
even for minor matters tHat, a lower level health 
worker could take care of. Going to the doctor will 
not necessarily do us any good — about one-fourth bf 
all illnesse^ in this country are iatrogenic, that is, 
caused by medical treatment. (No wonder malpractice 
insurance is so expensive!) 

The medical establishment seems to take the attitude 
that only they have the right to know and what we 
don't know won't hurt us. What we don't know wSll 
hurt us. Despite all that medical science knows about* 
gynecology and obstetrics, feminists had to publish Our 
Bodies, Our Selves in, order to get knowledge about 
women to women, who are most certainly the people 
with the right to know. Physicians, researchers and gov- 
ernment agencies told us^ittle about the dangers of 
birth control pills. Feminists, had to investigate on their 
own and tell us. 

All this treatment and mistreatment is very costly 
to us — it is costly in tierms of our health, and costly 
in terms of our pocketbooks, whether we are paying 
for it individual l)rr"or^BS-T3art of a group insurance 
plan, or out of our tax dollars. The money to support 
the medical system comes from the patient and the 
public, whatever route it takes to get there. 

In China, by contrast, the medical worker's job is 
to keep people away from doctors. The medical worker 
is urged to learn as much as she can, do as much as 
she can, and teach people to do as much for themselves 
as they can. ' 

Now I want to consider some of the things women 
health workers can do about the U.S. medical system. 
Since I have said that the health system derives from the 
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j)blitical philosophy g^^jk society, the lo^cal 

- conclusion is that we need a* revolution like China^s. 
; j(Iowever, I think it is fair to say that you do not have 
be Chinese to favor good health care for the popula- 
: vtion. And if you >yait foif a revolution you will never 
;:p^t anything accomplished. Thfere are elements in the 
American establishment that would support reforms; 
tfiere are many organized efforts in the community to 
.bring a bout change! Women health workers can and 
* should join in the efforts. 

Women health workers must challenge the current 
' subordination of women workers in health. Women are 
not cheap, docile labor to^do other peopled dirty 
work. Rather, women have skills apd the right to use 
them. Women have a right to as 'much education and 
power as is needed to do the job, and the job is good 
health care for everyone. Nurses, allied health profes- 
sionals_and community health workers should press for 
more responsibility for diagnosing, prescribing 3fid 
treating patients independent of physicians. I am not 
suggesting just more occupational competition, but 
rather that women join together, across occupations^ 
in an effort to change licensure laws and prof essionaI\ 
certification in order to allow a larger number of the 
already available trained workers to give needed health 
services. Through unions and professional societies 
women workers have to press for mpre decisionmaking, 
better wages, and improved working conditions from 
hospitals. >H * 

Women health workers have to protect the rights of 



women as patients. It is hard as an individual to protect 
a patient from a doctor, since you may lose your 
job that way. But you can help or:g^zed women in the 
comfiunity fight bad medical ptactice by giving them 
information about particular dQctots or hospitals which 
they cannot learn from^the outside. Or you may join 
a collective effort of calling for health law reforms or 
changes in hospital policies. 

j\s citizens as weU. as wQTkersv W^ 

efforts to refoi^n the structure of tfie system, putting 
more resouitces and attention into preventive health, 
public education, and campaigns against bad health 
conditions. Feminists in the cbmmui^ity need the help 
of women in the health systeft. iParticularly in the cur- 
rent depression we cannot affoni to let people get 
. sick-for lack of concem and then pay. outrageous price? 
to doctors, hospitals and health in^iimce companies 
to cure them. Another step would be the* decentraliza- 
tion of health care into free-standing community clinics 
and independent public health Stations with responsi- 
bility for maintaining general health.^ 

Health should belonji^ t^ the people and not to the 

'^doctors and bureaucratslfFbcdinist^ and other commu- 
nity acti\asts are working^ In a variety of >^ays to 
liberate people from the inedical system. We must all 
join together to accomplish our goals. 

The Chinese say that women hold up half tjie sky. 
Let it never be said that the sky fell because we did 
not do our part of the job. ^ 
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Just as China has improved her health status and 

.services by utilizing the resources of her people for 
solutions, so too are thousands of women in the U.S.A. 
today pooling our resources in a similar process to ob- 
tain quality health care for ourselves. 

' We have joined together in a co-operative endeavor 
identified as the Women's Health Movement.^ 

Originating from abortion law reform groups and 
consciousness-raising sessions formed through the 
Women's Liberation Movement, the Women's Health 
Movement strives to achieve its ^oal of quality health 
care for women by conducting health education pro- 

, grams, by org^izing to change institutional practices 
and by providing alternate health services for women.^ 

ft. I intend to focus on these alternate services in this 
paper because they provide the clearest example of the 
ideology, the^ practice, and the political nature of the 
Women's Health Movement, as well as demonstrating 
a viable alternative to the current delivery patterns of 
women's health cape in the U.S.A. 

In her paper Ruth Sidel quotes from the Third 
Kwantung Provincial Women's Congress and cites 
their recognition of the importance of combatting the 
inferiority complex which haunted women into the new 
society.*** In the Women's Health Movement we too 
arc acutely aware of the need to erase this sense of 
inferiority as a prerequisite to providing quality health 

^cjre for_>ypmen. Tn Anrierica we are taught as woineTi 

\th3t we are basically untrustworthy, that we are not 
clever, good for only household chores. We are 
taught to l>e passive and subservient, then criticized 
for not being ambitious and responsible. We are denied 
education and access to careers on the groun3s that 
our biology renders us incompetent, and .above all 
we have flawlessly moulded ideal images held up to 

' us as "perfect" women.^ This caricature of womanhood 
appears never to wrinkle, never to blemish, never to 
miss a PTA meeting, nor to menstruate, nor to ex- 
perience pain in labor — nor to have any health prob; 
lems at all. Measuring against this model, normal 
women find themselves miserably wanting; a^sense of 
inferiority is established. 

The medicar profession an^l obstetrics and gyne- 
cology in particular, has been responsible for con- 
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tributing to this sense of inferiority. In 1905 F, W. 117 
Van Dyke, President of the Oregon State Medical 
Society, claimed that; "hard study killed sexuftl desire 
in women, took away their beauty, brought on hysteria, 
neurasthenia, dyspepsia, astigmatism and dysmenor- 
rhea". Educated women, he added, coi^d not bear 
children with ease because sttidy arrested*he develop- 
ment of the pelvis at thie same time it Iticreased the 
size of the child's brain, and, therefore, its head. The 
result was extensive suffering in childbirth by educated 
women".** 

Lest you think we have progressed since 1905, 
William J: Robinson warned in 1931 in his 22nd edi- 
tion of Women: Her Sex and Love Life: '•that on\^ a , 
minority of womelf [were] free from illness during their , 
menstrual periods, and that most should rest at least 
two days, avoid dancing, cycling, riding, jpwing; pr arty 
other athletic exercises, and pcq^q|bly*p<)S^^ travel ^ 
by auto, train, or carriage".® ' 

And it was in 1970 that Novc\jc's fextbook of Gyne- 
cology ((despite Johnson and Masters) assured us and 
"^^^ture generations of obstetrician-gynecologists that: 
"The frequency of intercourse depends entirely upon^ ^ 
the male sex drive. ... The bride should be advised 
to allow her husband's sex drive to set their pace and 
she should attempt to gear her s?itisfaction to his. If 
she f|nds after several months or years that this i$ not 
possible, she is advised to consult her physician as soon ^ 
as she realizes there is a real V 

Menopause — the very nqj^al function of alPwomen 
^^flas declared by Dr. Francis P. Rhoades, President of 
the American •Geriatric Society in 1973 ; to be: **a 
chronic and incapacitating deficiency disease tfeat leaves 
women with flabby breasts, ^yrinkled skin, fragile.bones 
and a Joss of ability to haye or enjoy sex".^ 

These crippling examples of medical mythology are 
actively counteracted by the self-help groups which 
underiie the Womjen's Health Movement. Conceptual- 
ized in 197rby Carbl Downer of The Feminist 
Women's Health Center of Los Angeles, a self-help 
group is oompmqd of about eight women from diverse 
backgrounqs A^ho meet on a regular basiS and share 
their medicSl and health experienqes, including learn- 
ing breastyattJ-vaginal se|f-exiamination.® in this sup- 



portive enviromnent women free themselves of the 
^ medical and social standards which have declared " 
them to be abnormal, sick, and incapable of making 
informed judgments. The increased confidence gainfed 
. from these shared experiences enables women to de- 
velop their own identities and values. Women become 
sharply critical of a system which continues to keep 
them passive and subservient. * , 

From these initial self-help groups, many woipen 
have organized health services where their insights and 
knowledge gained from their group experiences can 
be put into mdical practice. There are approximately 
fifty women's health clinics in the United States and 
oVfer. 1,100 women's health groups providing diverse 
services.'^ 

These clinics have been forrhed because of the lack 
18 of preventive care provided'^by professional medicine, 
by the lack of primary care including obtaining such 
simple necessities as pap smears and ttreast checks, 
' and to provide an alternative to the all-kooHtfrequently 
degrading and humiliating experience Atf the male 
doctor-femafe patient encounter. 

A typical women's clinic offers routine gynecologic 
care — pap tests, breast examinations, treatment and- 
education to prevent minor vaginal infections — contra- 
ceptive services, abortion care, and maintains a re- 
- ferral service for more complex needs. A few clinics 
offer basic priifljry care. Self-help groups are part of 
a clinic's outreach program and may be organized 
around such topics as breast cancer, hysteMctomy, 
menopause, childbirth or for young women — puberty. 

In breast cancer groups for example, women learn 
the alternative operative procedures available to them, 
the importance of breast self-examination is stressed, ^ 
and much needed support is offered to the woman who * 
is a breast cancer patient.^^ 

Qinics are generally staffed by lay women health 
workers who function to provide all the routine serv- 
ices, and a physician who performs the medical respon- 
sibilities defined by law. Many clinics seek to include 
nurse-practitioners on their staff and to encourage 
their clients to utilize midwives, recognizing the. su- • 
perior inlant and maternal mortality records enjoyed 
by countries in which midwifery is widely accepted.^^ 
'Tn recognizing the importance of Ipfevenfive care,' 
the Women's Health Movement has begun to consider 
the appropriateness of the specialty of obstetrics and 
gynecology itself as the. optimal medium through which 
women can obtain their health care.^^ 

In evaluating the field we must realize that it is 
not merely the socialization, graining, practices, and 
content of obstetrics and gynecology which oppress 
women, but that by structuring such a reproductively 
specialty, the medical ;system reinforces the wider so- 
cial ideology which views women as sex objects and 
reproductive organs. The medical model reinforces 
women's socialization that their identity lies in th^ir 
^ reproductive potential and it is through this potential, 
essentially through their reproductive organs, that 
women enter the health care system. This is true also 
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in the public sector where women as reprbducHve or- 
gans* receive ci're through a maternal and child health 
cRBsification. 

^ I allow there have /been some advantages to beuig 
reproductive organs in the eyes of the medical profes- 
sion and to those funding public? health programs. Mil- 
lions of women have received prenatal and contra- 
ceptive care and thereby an entree, however temporary, 
into the medical care System. Gonsidering the socio- 
economic and political status of most of the worrd's 
women, even such £t fleeting glimpse at medicine would 
have been denied thtm had they jiot had a uterus and 
a vagina. 

But let's consider what that entree has meant and 
whether those advantages outweight the disadvantages. 
Women experience the frustration and indignity througjh 
maternal and child health projects of receiving frag- 
mented obstetrical care for about ten to eighteen^ 
^months at best, then are dropped from the system be- 
cause they return to being wome|i, not reomducera.^^ 
Women find tha^ public monies arfe read^ available 
tbr contraception, but once enticed into the health 
system they find that any other health need iS not part 
of the government graiit.^« As our Third World sisters 
have bitterly discovered, sterilization seems to be the 
most "accessible" form of contraception offered.^^ 
Women may enter the system for. cervical cancer 
screening only to find that breasts examinations are not 
included or at best arfe availaBle in.thrce months.^* - 

In the private sector we seek gynecologists torjbur^ 
health needs because we have been socialized to thidc'' 
of them as our primary providers; indeed the American 
Association of Obstetricians^and Gynecologists re- 
ported in 1974 that eighty-six per cent of women in» 
their study saw no physician other than^ a ob-gyn on 
a regular periodic basis.^' This they claiih, as does the 
A.M.A., means that obstetrician-gynecologists should 
be formally recognized as women's primary providers. 
Yet as women consumers, we know that we do not 
receive primary care from gyne«plogists: on the con- 
trary we find a physical is a ^pelvic examination and 
possibly a breast check. What of eyes, ears, lungs, 
hearts, etc? 20 , 
We are not dying from the maternal health condi- 
"tions which used to kill us and which were more 
appropriately treated in an obstetric-gynecologic classi- 
fication. We are dyinj from old age, from strokes, from* 
chronic diseases and from cancer, but even here lung 
cancer has already replaced uterine cancer as the third 
leading cause of cancer death in women.21 Fewer and 
fewer of us are having babies " and we are widely 
using systemic contraceptives rather than localized 
'techniques.2^ . 

The endocrinological effects of contraceptives are 
of grave concern to feminists,^'' and even more so 
when we find in a 1972 study published by Eh". Michael 
Newton of the American College of Obstetricians and 
Gynecologists, thiat the majority of newly graduated 
gynecologists themselves rated their training in endocri- 
nology as "poor" and their prejparation in cancer re- 



search as ranging from "sStisfactoty" to **poor".^Half 
of those surveyed rated their training in basic science 
^^courses as "lacking", but the majority called thriip 
schooling and their hospital? services in surgery fts 
*^cxcellent",^'* Perhaps right here lies one major expla- 
nation^ for the excessive rate of pelvic and breast sur- 
gery in the U.S.A.»« " 28 it is the only thing the 
gynecologist is well-trained to do. 
- Under present training programs then it is farcical 
to <|iifine the gynecologist and his specialty as primary 
care despite the frequency with which he is used by the 
majority of the female population in this country. Re- 
cent Congressional legislation excludes the gynecolo- 
gist from this definition*^ despite the August, 1974 
decision by thp Department of Health, Education, and'^ 
Welfare to recognize ob-gyn as a primhry care disci- 
pline.*^ The A.M.A. supports primary care status for 
the specialty but writes that the deciffion of the Ameri- 
canFBoard of Obstetrics and Gynecology to reinstitute 
gtt^J&sic "foundation year" before the three years of_ 
%jinal training "indicates that the specialty has recog- 
niiici' that the obstetrician and gynecolo^st must be 
further trained as a primary physician to diagnose, 
treat, x>r refer the many patients with diseases not tra- 
ditionally in the purview of obstetrics and gynecol- 
ogy." I contend that a basic "foundation year" is 
inadequate to turn an ob-gyn into a primary care 
physician. I suggest that we disband the stjecialty of 
obstetrics and gynecology, that the care of womea 
be returned to mid wives and to internists trained in 
primary care, and that we reserve for extreme neces- 
sities, surgeons with gynecologic experience. In this 
we would recognize the true ori^ns and functions of 
the obstetrician-gynecologist.** 

Clearly to utilize primary care internists for women's 
basic health needs would present immediate personnel 
problems. We might advantageously copy the Soviet 
model of an Akusherka, an obstetric health worker, 
who in conjunction with primary care physicians and 
gynecologic nurses provides routine preventive health * 
care for women in polyclinics in the U.S.S.R.** Such 
a health care delivery paradigm avoids fragmenting 
the individual woman and contains the advantages of 
Lprbviding total health care to complete persons, not 
gynecologic care for reproductive organs. Yet the 
practitioner is relieved of the simple tasks whichj can 
be capably handled by others and most probably more 
effectively handled by them in terms of teaching pre- 
ventive health practices. 

Providing alternatives to the traditional doctor- 
patient model is not in itself a new concept in the 
U.S.A., nor even in gynecology. In his inaugural ad- 
dress upon installation as President of the American 
College of Obstetricians and Gynecologists in 1970, 
J. Robert Willson said that: "in large measure physi- 
cians' training is wasted upon the performance of 
routine heafth-care functions". These functions should 
be given, he said, "to non-physician associates, who, 
with a lower levfel of training, could perform them 
very well, thus freeing the fully educated and trained 



physician for "inore serious problems, which require 
the exercise, of true medical judgemoot and skills.'* 

Similarly Drs. John Marshi^ll and Donald Ostergard 
of Los Angeles County's Harbor General Hospital 
•have developed a gynecologic health worker known 
as a women's health care specialist. Women with non- 
medical backgrounds are given a six-mont^ training 
period by physicians and then perform roumie gjrne- 
cojoec_ tasks under physician guidance within clinic ^ 
settings. They treat minor infections, detect and refer 
major illnesses, and in many cases insert intra-uteri|j|e 
devices.*® ♦ • 

Midwives too must be seen as yet — most regrettably 
in my opinion-— as an alternate service. Generally lo- 
cated in large couiity or municipal hospitals, midwives 
are slowly gaining acceptance in hospital-based d^ 
liveries.*^ If we are to learn anything irom the health 1 
experiences of other countries it is to know the value 
of the nurse-midwife and to integrate her into our 
mainstream medicine.** 

What then is new about the alternatives proposed 
by the Women's Health Movement? Their uniqueness 
lies in the process of health care delivery, in the 
destratification of • all health workers, and the sub- 
sj^ent change produced in the sobial and hbaling 
relationships of providers and patients. Women health 
workers in women's clinics learn the skills of the 
paraprofessional and see themselves as peers of their 
patients, not setting' themselves apart with the airs of 
professionals. In this lies their greatest similarity to the 
Chinese experience. 

In a women's health clinic all health workers are 
on a par. Physicians merely have certain utilizable 
skills derived from extensive and elaborate training. 
Workers are integrated equaUy 4ato the structure, 
process and outcome of health care delivery and may 
exchange functions to better appreciate eacl^ other's 
responsibilities. From these exchange*, the Women's 
Health Movement understands that the current train- 
ing progrilftis which divide one class of health per- 
sonnel from another ultimately serve to defeat the * 
production of quality health care and to hinder the 
patient in the healing process.** 

In breaking down the hierarchical medical structure 
in its clinics, the Women's Health Movement has also 
changed the process of medical care delivery. For ex- 
ample, attempts are made to completely redefine the 
patient and prpviderrples and siibsequeritly the relation- 
ships which normajly arise from these roles. Women in 
feminist clinics ve not passive ' bystanders to their 
medical treatment,SttJr-the objects of care, rather they 
are active participants. The patient is not the reciirient 
of the commodity of health care but is a co-producer 
in the health care process. For example, a woman com- 
ing into a women's clinic for pregnancy greening will 
not sit passively awaiting the results, she will participate 
in the procedure, deciding for herself according to the 
guidelines provided whether she is indeed pregnant or 
not. ^ ^ 

Even greater participatory roles for t:onsumers are 
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l{0'' being pioneered througji the Feminist Womctfs Health 
Centets. Consumers experience care as a coDective, 
discussing their histories, learning to examine each 
- other, and sharing their experiences. The consumers 
r^i themselves provide the significant healing relationships 
: - and the role of the^health "provider" becomes that of 
•X a mere facilitator. Good health is seen as a cdlective 
^ - endeavour growing out of the group's experience of 
health and disease/their sense of well-being 'and dis- 
comfort The subjective experiences of^ the consumers 
are valued, and the social and medical stereotypes ^ 
which have been barriers to rigorous scientific explora- 
tion are pushed aside. In these settings patients are 
people, and they are autonomous, empowered people.^*^ 
It is this change in social relationships — ^fundamental 
to the women's alternate clinics originating from the 
120 self-help groups— which best identifies links between 
the Chinese health system and the Women's Health 
Movement. And it is this aspect of Chinese health 
care, fundamental to understanding Chinese society, 
' which is most frequently overlooked by observers. To 
quote Joshua Home: "I think that China has made 
more progress in transforaung human relationships 
,^;than any country in the worid and the relationships 
which are developing in Chinese hospitals illustrate 
the direction of change. The relationship between pa- 
tients and doctprs in China is based on equality and 
mutual rcs'pect. If both are contributing to the building 
erf socialism, their differing contributions represent a 
division of labor in a common cause. There is no 
room for a superior or patronizing attitude on the 
part of the doctor and neither is there any room for 
the bluff heartiness, false familiarity or any other of 
^ the devices which often masquerade as a bedside 
manner".** 

^ In the Women's Health Movement we too are de- 
voted to transforming human relationships. We have 
learned through our clinics that it is possible, arid we 
are heartened by the Chinese experience to know that 

those ^relationships^ can be extended -to society as-a - 

whole. We. recognize that a health system is a reflec- 
tion 4^f the goals and political values of a social system 
and we believe that by changing the values, the goals, 
the social relationships within our health care system, 
we £M'e providing a blueprint for social change in the 
fullest sense. We are building a new society and we are 
building it together as woiften freed from a sense of 
Inferiority, freed f rom^a role of subservience taught by 
the old' society and reinforced by the medical profes- 
sion. In that knowledge lies our revolutionary strength. 

1 • ' ' ' ' - 
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Africa is a large continent jnade up of several 
Countries at different levels of development. Ther6 are 
two major religions — ^Islam and Christianity, and 
paganism. Ce;rtain factors,^ closely related, determine 
the health status of each nation. These factors are 
environmental, socioeconomic, socioculturaU religious 
and educational. Demographic data are similar, thus 
'we have high morbidity from preventable diseases 
such as. malaria, measles, gastroenterititis and filiarisis. 
We have very high mortality, especially in children 
and pregnant women also from preventable causes 
already mentioned and complications of pregnancy. 
Nutrition, gastroenteritis and intestinal parasitosis are 
disease entities in their own right but are underlying 
causeis of severe illness and death* Figures given by 
the World Health Organization ^ are a birth ralle of 
45 to SO per 1000 population; neonatal mortality 
50 to 58 per 1000 Kve births; infant mortality of 
100 to 200 per 1000 live births; mortality under 5 
years of age 150 to 300 per 1000; crude death rate of 
25 per 1000 and maternal mortality of 5 to 10 per 
1000. These rates are several times those of the de- 
veloped countries. 

For any health care system to have any impact on 
these problems we need a health infrastructure, trained 
personnel, money and several years td achieve good 
results. 

Money is inadequate, with several African countries 
spending between 2 and 5 percent of the National 
Budget \ on health, i.e. about $0.50 to $1.50 per 
capita compared to the U.S. figure of $242 per capita. 
Well trained personnel are few and maldistributed be- 
tween rural and urban areas. Most of the well trained 
personnel are in the urban areas where only 20 to 30 
percent of the population live. In 1971 the ratio ^ of 
trained personnel per population given by the WHO ^ 
'was one doctor to 17,500 inhabitants; one nurse to 
6000, ^one midwife to 17,000; and^one sanitary engi- 
neer to 2,370,000. 

Cameroon 

Cameroon is situated along the Western coast of 
Central Africa bordered on the East by the Central 
African Republic and Gabon, and on the West by 



Nigeria. It lies within latitude. 3'' an^ 12^ North of 123 
the Equator. The physical features vary from equatorial 
forest along'the coast, through grassland on plateaux 
to scrub and semi-desert in the North. It is divided into 
seven administrative provinces and its culture is derived 
from France and Britain as well as the ^indigenous eth- 
nic culture. The surface area is 564,0)00 km ^ * with 
a population of 5.8 million in 1970, an average ^iensity 
of 12.5km 2 (range 2.5-71.9) and an annual growth 
rate of 2.1 percent. The womenrmen ratio is 51:49. 
The economy is m^ainly agricultural with a per capita 
income increasing at a rate 0^4 per^nt per annum. In 
1960 it was 21,000 francs CFA (apgrox. US$ 100). 
The health personnel to inhabitant ratios are:. one doc- * 
tor to 22,000, one nurse to 9,000, and one sanitary 
engineer to about 6 million. 

TrainedJitealth Personnel . 

There are 323 doctors of whom 153 are Cameroon- 1 
ian and only 12* are women. The first Cameroonian ^ 
woman doctor qualified in 1962. Some women doctors 
are working in other countries because of marriage., AlP 
these women doctors in the country are fully em- ~ 
ployed. Most are in charge of maternal and child 
health centres. There is no woman doctor involved 
solely in the Central Administration but their contribu- 
tions are sought during planning. The University 
Centre for Health Sciences ^ was opened to medical 
students in 1969. Two of the 37 students are females 
and we are looking, forward to their graduation, along 
with their male colleagues, in September 1975 as the 
first batch of Cameroon-trained doctors. Of a total of . 
248 students, 34 are females, a percentage of 13.7. 
This percentage is high compared to other countries 
and oji the whole the trend is one of increase: in 1969 . 
thei^tio was one female to 15 males, and by 1973, the 
ratio was one female to eight males. They all receive 
the same training and hardship both in the campus and 
in field projects. It is even harder on some of those 
who are combining motherhood, housewifery and med- 
ical studies. « 



♦Of the 12, 5 are Cameroonians, 4 by marriage and .3 expatri- 
ates. 
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State Registtfifed Nurses and Midwives 

Women' nurses are very much in the liiajority but 
.men are trying to get in. There are three training 
schools; in the country where they are prepared to oc- 
cupy jobs at the *'B" Category (State Diploma) with 

- opportunities to advance. Post-basic training is recog- 
nised and a regional centre for training nurses in 

^ adniinistrative and teaching roles is being run under 
the auspices of the WHO but as . a section of the 
University Centre 'for Health Sciences (UCHS). In this 
section there are nine male and five female Cameroon- 
ians. ' , ' |k 

Two lower categories of nurses are trained — 
"Brevete" and nursing aids — and these trainings are 
done in special schools. Periodically, exams are held 
to^allow these n\irses to ntove into a higher category 

k with better pay and mor6 responsibility. 

.Matrons'* and "^Journalieres" 

Jlese are peSple without the regular education and 
at a slightly older age, e^mployed and t/auned on the 
job. They undertake minor unskilled jobsMike* clean- 
ing and serving food. Some are f^ght routine things* 
like weighing. They also may take exams into nursing 
aid schools for more training and promotion. 

Changing'Role of Nurses 

* ' Because of the shortage of doctors, nurses and mid- 
wives do much more^ than they are expected to do. A 
nur<se in charge- of a health centre does consultations, 
routine minor operations like herniorrhaphy, circum- > 
cisions, etc., and in temcpgencies laparotomies. In mid- 
wifery they conduct for^jps and vacuum extraction and 
other complications of pregnancy. In some places these 
extra skills and knowledge are acqyired on the job 
through watching and assisting doctors. In other cir- 

. cunistancfes_.this_^e.xtra_duty- and jtespbnsLbility^passed 

on to the nurse is recognised and they are given special 
training. In Ethiopia midwives in some maternities 
are officially taught and expected to do forceps and 
vacuum deliverifiS 

Being taught more theory and skills is being recog- 
nised as a way of decreasing the doctors' workload 
and offering better service to patients, thus we have 
several names such as nurse practitioners, family health 
nurse, etc., as in the United States. Nurses and mid- 
wives now run 'maternal and child health ^ clinics 
preventing disease and promoting health while at the 
same lime treating our common problems — feeding, 
diarrhea, ^vomiting, and fev^ers. They are also involved 
in family planning * (not in Cameroon)*. In Africa, 
nurses had performed this role unofficially but they are 
now being recognised for their higher skills. The other 
usual roles for women in health such as physiotherapy, 
occupational therapy and laboratory technology, are 
not yet popular in Cameroon but with modern hospitals 
and health centres the need, for these services will be 
felt and met. ' 141 



Role of Women in the New Health Occupations 
in Africa 

A lot is happening in the developed countries to 
medical science. Advance in technology is moving 
patients away from human conUict to be "monitored" 
by machines. Therefore, morJ^ople are looking for 
alternative jobs! In Africa most of our problems are 
basic to our environment, our socioeconomy and cul- 
ture, and to our illiteracy. Our health problems cannot 
be solved without solving these^pther problems, thus 
the. emphasis has changed. think of the people in 
their families and comn3g|nity|b^d how to improve 
* their living conditions. iBy J^ng them clean water, 
clean environment, balanced food to eat we would cut 
down on our morbidity. By giving ffem simple lessons 
on hygiene, child care, ajjd causes of disease, the im- 
pact on mortality and morbidity will ^e greater still. 
Then by teaching them to help themselves solve their 
•problems, •earn more money, we would have created 
an atmosphere for human development, progress and . 
continuity. 

Most of the people who need help live in the rural 
areas (70 to 85 percent) and most of them are women. 
It is' not possible to get nurses and doctors into these 
^ areas in the near future to bring about this change. We 
therefore, need a new type of people^ usually women, to 
undertake this great task. ^ 

Community Development and Women's 
Programmes 

The emphasis in Africa is on community develop- 
ment by the people with help and supervision from 
vc^unteers (internal and foreign) and governments 
(national and international). These development pro^j 
grammes go by several names: co-operatives, credit . 
unions, welfare associations etc For the Interna- 
tional Women's -Year a Women's Programme'' has , 
been formed as a unit of the Economic Commission for 
—A^ri6a-<-EGA-)-in~the Human-Resources -Development^^ 
Division and it is to ensure a "Progressive and meain- 
ingful participation by African women from all walks 
of life in the countries' development^'. One of its ob- 
jectives is to form a Pan African Women's Task Force 
made up of volunteers in nutrition, health, home eco- 
nomics, crafts, etc. "to consolidate efforts of individuals 
and small groups". From 1975 to 1979 they will work 
with the United Nations Volunteers Program offering 
their special skills. 

Community Development Women's Service in 
Cameroon ^ * 

I have been working in a suburban-rural com- 
munity for about two*and a half years teaching medical | 
and nursing students the practice of family and com- 
munity medicine. In order to teach students we must 
offer services to the inhabitants and they included a 
heavy load of curative care for preventable diseases* 
at the onset, but now we are getting an increasing 
number of children and pregnant women seeking pre- 
ventive services. Under-nutrition is a problem and we 



jure telling the people what to do about it. During visits 
to the villages it is obvious to us that unless something 
happens in the people (motivation to change) and ilien 
in the communiy, most of our efforts are in vain and 
our labours because we sensitize the 
people to their illness who in turn seek only drugs. We 

. then decided to form village health committees • which, 
must include at least one woman in each. By working 
with them at. the village level we are seeing some 
changes. If welask people to eat better food, should 
doctors and mj/rses talk about how to grow them? We 
need a teanfi — a multi-disciplinary team to w6^ with 
the people to improve their standard (U livih|^ and 
their health. . ^-^ • 

. The Community Devejopment Women's prograipme 
^as started in the former West Cameroon which is 
now two^provirices — North West and South West. 
Studies £e being carvied out to introduce this pro- 
gramme to the other provinces. It is one of the three 
main services in the Depmment of Community De- 
velopment which falls iinder the Ministry of Tern- > 
torial Administration. It is usual for health workers 
to be under the Ministry of Health but if health is 
regarded in its broadest sense the women in this service 
are offering a lot more, I may say, than hospitals to 
promote health in rural families.; 

This programme was started in 1953 by Miss 
O'Kelly, an expatriate Officer from the United King- 
dom in the Ministry of Education. It started in Banso, 
North West Province. Women were encouraged to 
group themselves together, purchase a com grinding 
mill thus savvig time and energy grinding com with 
two stones — one large and flat and the other oblong. 
When they gathered to grind com they were taught 
hygiene, ^chil4^ care, housecraf^^ cookery^ajftd how to 
read. The cbmmilf^ societies' grew' in numbers and 
spread to several divisions of the now North and South 
West Provinces. Com is not ground by .women in all 

-the~provincesr4tiS' the^taple-food-in-Ae-northem parts — 
of the country. Women were (encouraged to get to- 
gether thus in church groups and choirs, tribal and age 
groups and small units of the politi^glparty (cells) 
ma(de up groups with which the CoriimunlljNJ^evelop- 
ment Workers worked. The groups ranged from 15 to 
20 members to larger groups of 40 to 60 members. It 
was recommended that the workers were not to initiate 
new groups but to use preformed groups by the women 
themselves. The workers gave lecturers, demonstrations 
and held discussions both at the meetings and in 
individual homes. Emphasis, was on stimulating initia- 
tive and leadership so that there would be continuity 
within groups and extension. 

»In 1963 Dutch Volunteers came to Cameroon to 
assist with agriculture. The female members among 
them worked with the women, teaching knitting, sew- 
ing and other home crafts. The doctor and nurse in 
the group organized infant clinics and together they 
drew up an educational programme. Mrs. Lindsay (a 
Cameroonian now dead) was in charge of the corn- 
mill societies and in 1965 merged the Dutch Volunteers 



with the commili societies in the Ministry* of Educa-. 
tion. A commission *® from the ECA in 1967, recom- 
mended that the Women's Prognunme be a part of the 
Community Development Programme. 

The general objectives of these combbied Pro- 
gnunmes are: ''Helping women to ididlrstand group 
work and social change for the generaiimprovement , 
of living standards in homes, families and communities; 
encouraging self-help afid self-reliance on the part of 
women; and training Voluntas- leaders to offer con-^ 
tinuity- to the programme of ^Viti^^*^ ' .^^ 

Specific objectives tte: Nutridcm w^g.^ery; vari- 
ous aspects of pregnancy, child developmeiiiit and child 
care; hygiene and sanitation including causes of dis- 
eases and ways to prevent them; care and improvement 
of home§; and other/ topics to improve their economy 
such :as^ sewing an^ needlework, improved farming, 125 
savings, ^ ? 

Oiganizatf^ and Staff: The Durector of CcMnmunity ^ 
Developmeiitis in charge of the Women's Programme 
at the national level. This'post is filled by a^man. Chief 
of Service, Women, is the head of the Women's Pro- 
gramme at the provincial level and she coordinates, 
directs the field progranmies and is responsible, for. 
policy and staff matters. 

Oi^nisers or Sopervison: These function ajt divi- 
sional level. They plan and supervise the work of the 
social assistant workers, organise divisional refresher 
course^ and write reports. They receive professional 
training at £he Pan African Institute for Development 
and are eitmloyed directly by the national government 
Because Qmiii^oonians are few, some of these posts ' 
are filled by foreigo volunteers. There were 12 super- 
visors ip 1973 in the North and South Vffist Provinces. 
/ Social I>evel<viiient Assistants: They are young girls 
with 12 years of schQ|||ng, holding ±e General Certifi- 
cate of Education London Ordinary Level. They are 
employed by local councils *and given one year train- 
ing „at^e_.Community Development^training^ school,^ 

I^ymba. Being chosen locally, trained and paid by 
their local council is a way of encouraging that they 
return to work in their villages after training. 

Finance^ 

This programme is financed by the Federal Govern- 
ment directly through the Community Development 
Progranmie, indirectly through local councils and by 
foreign aid, thus: ' 

— the UNICEF supplies equipment, training ma- 
terials and transport. 

— the Netheriapds'^olunteer Organization provides 
personnel who work with Cameroonian counter- 
parts 6n the supervisory level. 

This programme is hew. It started 21 years ago as 
commili societies in the Ministry of JBdudation and in 
the last seven years has been m the Communit]( De- 
velopment Programme of the Ministry of Territorial 
Administration. It has met with several problems such 
as personnel; very few are sufficiently trained and ex- 
perienced. Their work is made more difficult by lack of 
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transport^vequipment, seasonal 4)ad'^eather and^inac- 
cessible rdads. o » 

There is no doubt that these people will do a great 
deal to improve the. health of the ^milies in rural 
areas. It is too mtch to expect a young girl after 1 year 
of training to have enough backgroun<| knowledge and 
skill to teach the rural women. We know that rural or 
community develo|)ment^;requires^ a multi-disciplinary 
effort. Therefore, at some level it;^ should be possible 
to bring together all the different experts to plan and 
execute the programme. Doctors and nurses should be 
invited, maybe at the divisional level, to assist in teach- 
ing both the ^pervisors and the social assistants as well 
as the women in their meetings. This, is done usually 
during divisional refresher or health: shows. 

Women^s Wing of the CamArooaNational Union 

While the infrastructure and health personnel are 
being developed, the government is encouraging pre- 
ventive and promotive health services ^through the 
women's wing of our political party. The Vice Minister 
bf Health is the President of the women's wing of the 
Party. Under her portfolio is the home economics or 
medico-social centres. In the cities and large towns they 
have centres in which women meet regularly and are 
taught handcraft, cookery, and nutrition. Clinics are 
held on a regular basis ' for pre-school children and 
pregnant women. Vaccinations,^ drugs, prenatal care ' 
and nutrition demonstrations are given, ^^rv^ces are 
offered by doctors, nurses, midwiyes, 2^nd social work- 
ers on the medical side, and on the other side, teachers 
in home economiot ■ ' 

During the longTiplidays courses .are held, for teen- 
age girls. Lessons are given ii) cookery and nutrition, 
sex education, personal and home hygiene and elemen- . 
tary child care. Tt is hoped that , this will 'supply the 
more practical side of life and reinforce the more 
theoretic school subjects. They would also be more. 
-appredative-,of things- in- theifv^ homes- and -mo 
to their par^ts and in future make them better mothers 
and wives. , . " , ' ' 

The Women's Programme of" the Community De- 
velopment 'Department participates actively in these 
centres and courses ind also at. the smallest units 
of the political party, i.e. cefls. ' ^ 

Societal or Cultural Variables Influencing the 
Utilization of Women in Health 

As mentioned -earlier, health and school teaching 
are the oldest professions for wom^n in Cameroon out- 
side the home and farm. .For several. years women 
could only be- nurses or' second grade teachers because 
opportunities for higher education were limited. Boys 
were educated in preference to girls and it was' con- 
sidered a waste of money to educate a girl highly, as 
she would later spend her time in the home. Sometimes 
it created difiSculties in securing a husb^d as it was 
felt ^that a highly educated girl was worth a higher 
bride price. Secondary education was not available in 
Cameroon (former West Cameroon) and. in the 193b's 



only boys were allowed to go to Nigeria, France or 
other countries for education. Therefore, girls received 
only primary .education and this was a handicap. In 
the forties, parents began to allow their daughters out- 
side' the country for further education, thus a few girls 
got into the University. In the formejr 'West Cameroon 
the first girls' secondary school was opened in 1956 
and since then^ore schools including mixed schools at 
both secondary and post-secondary level have openfed. 
The percentage -of girls reaching universities at home 
and abroad is small but steadily increasing, and there 
are girls even in the newly opened engineering school. 

Marriage and child bearing are highly thought of in 
Cameroon*^ and parents expect their daughters to put 
their husbands and marriage first. Motherhood and a 
profession are not incompatible because of the follow- 
ing: 

— ^Labour is still relatively cheap so both husband 
and wife can work and employ someone to 
housekeep and baby-sit., 
— ^The extended family still exists and one can still 

get older or younger relatives to housekeep. 
— Changes are occurring which make it more diffi- 
cult to get such help. There are alternative jobs 
and schooling opportunities. » 
— ^Maternity leave ' is granted to pregnant women 
with a percentage of their pay four weeks before 
and ten weeks after delivery. Maternity benefits 
are also paid by the Social Security Service to 
workers or wives. 
—Mothers are encouraged to breast-feed their ba- 
bies for long periods by being" allowed feeding 
. time for 15 months. Also the working l^urs^are 
favourable towards breast-feeding and hdiisbwork. 
— Students do not discontinue their studies because 
of marriage or pregnancy so that many wiore 
qualify than some years back. 
Men have always been the head of the family and 
thetr-authority-is recogniseds -On the whole, -however, 
wives if they want to work can work. With the rising 
cost of living and the standard set by the couple it 
is necessary for both to work. Nurses andt doctors tend 
to work irregular hours and this may be a bit upsetting 
to the family routine. If handled well,;there should be 
no problems. 

I have already mentioned that no female doctor 
occupies a Central Administrative post. It may be that 
there are not too many and those present are more use- 
ful at their posts. There is a general lack of women in 
key administrative posts. The nearest they come is a 
deputy head. Could this be sex discrimination? The 
Vice Minister of Health and Social Welfare is the only 
woman in -the Government. It is very significant that 
she is in health; she is married and a mother, and 
woman of childbearing age and children, a vulnerable 
group, form 52.5 percent of the population. 

Conclusion 

It could be said that the health of the family and 
nation is in the hands of women — ^the non-health pro- 
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fessional woman who feeds and cares for her family 
thus determining their health;"70 to 80 percent of the 
rural population is made up of women at risk of dying 
from the stresses and strains of pregnancy, childbirth 
and family rearing. They owe it to themselves to ac- 
quire the knowledge and skills necessary to maintain 
themselves in good health. The nurse and doctor have 
a big job of treating the sick but must also have a 
broader perspective of health at the village and family 
level. We need n\ore of them and we need to utilize 
them fully. ^ 

. Last but not least are those women volunteers', local 
and foreign, working with the commurtity development 
workers to improve the standard of living and decrease 
disease. In Cameroon women have opportunities to 
work to promote health. The setup is there socially 
and politically to do our bit if not from the top ad- 
ministrative jobs. We can be heard and seen at the local 
level. These are all women in health. At the community 
level they all come together from different disciplines 
and need to be coordinated well, to be effective. At this 
level national and international governments come to- 
gether. Funds and transportation are limited and made 
more so because of the fact that funds are specific, 
objectives being tied to watertight jobs, or titles. Things 
should be flexible at this level to fulfill the different as- 



pects of the common objective of Community Develop-, 
ment. . 
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The title of this presentation implies that change 
•must occur if, indeed, new roles for women in health 
gcaic are to exist. I should like to review briefly the 
past and present roles of women as providers and 
consumersr of health care services. Then I shall present 
some data from studies we have conducted over the 
past four years that lead to some suggestions about 
how changes resulting in new and more appropriate 
roles for women could affect the outcomes of health 
caure. 

Vast 

I- In the past women as providers functioned primarily 
as nurses, educated outside, the university, and em- 
ployed in bureaucratic institutions. We served passively 
and jmspendently; we ciared for rather* than cured. We 
worKM where and when, assigned and our rewards 
were more intangible than economic. As patients 
women were viewed as passive andl dependent, and 
frequently as hypochondriacs who sought care for prob- 
lems most physicians labeled as trivial. The data on 
visitation rates do reveal that wpm^n are higher users 
than men. However,, women are^Sot greater users ot 
care because they are more fragile.^ And women, as 
a group, do not necessarily choose careers in nursing 
rather than niedicine because they are intellectually 
inferior. The statistics describing women's behaviors as 
providers and consumers are primarily reflections of 
the images that exist in the minds , of women and men 
as to the proper role of women in society. 

Present 

Currently, we're in, a period of transition, although a 
painfully slow one. More women are being admitted 
to medical schools and an increasing number of Tiurses 
are seeking to expand their roles as nurse practitioners. 
This latter thrust is based in part upon a desire to 
escape from rigid bureaucratic settings where decision- 
making and rewards are limited. In these settings the 
only way to get promoted as a nurse is to move further 
and further away- from direct patient care. It is also 
related to the pull of opportunities in these new roles 
to be actively engaged in assessing and managing the 
problems of patients and families. It provides an op- 
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portunity to be a colleague of the physician, rather 129 
than his handmaiden. 

As patients, a small proportion of women have be- 
gun recently to demand care for themselves ay women, 
rather than as patients with "female problems". 

Future 

And now, the' future. As a practitioner I would like.v 
to prescribe some father specific new roles for women 
in the future, both as providers and consumers. These 
changes must occur riot just to^ further the cause of 
feminism, but also in order to improve the outcomes 
of health care services and subsequently the health of J 
all of the people. 

Despite an increased investment in health care, more 
' personnel, more equipment, more beds, the end results 
or outcomes of care have remained relatively static. A 
significant proportion of our population continues to 
delay in seeking clire (most of them are men). ^ About 
10 to 15 percent without si^ificant disease, who have i 
been termed "the worried well", continue to use over 
half of all available ambulatory services (most of 
them are women) And only about a tWrd pf_ the^ 
patients of both sexes comply with recommendations 
for treatment.^ 

The outcomes of health care will not change simply 
by placing women into more powerful roles as decision- 
makers — either as physicians or nurse practitioners or ' ' 
physician assistants. I say this on the assumption that 
the current model for educating these practitioners 
will prevail. In the traditional model the patient seeks 
helpjfor a problem,^ is told what the problem is (perhaps 
notr^ll .too clearly), and then is given a therapeutic 
treatment plan to follow. While the patient has con- 
siderable responsibility in these transactions, she/he has 
very little authority — a very poor management strategy. 

I suggest that if consumers continue to play a passive 
role in decisionmaking about theiir own care, their 
patterns of illness behavior will not change, and pa- 
tients' compliance with treatment recommendations will 
continue to be poor. Remember the consumer's be- 
N havior, not the provider's, is in most cases, the primary 
determinant of the outcome of care. 

Let us speculate about the consequences of sharing 
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the responsibility of care with the consumer. This in- 
volves allowing the patient to participate in decisions 
about options for solving the problem. It involves a 
transfer of power in the provider/patient interaction. 
It demands^ a fundamental ^change from the typical 
physician-dominant model for care that exists. 

Nurse practitioners are 'currently making decisions 
about treatment, management, and are more cure- 
oriented. However, I believe it will be disastrous for 
us to replicate the authoritarian model exhibited by 
the medical profession. The outstanding contribution 
we have made as nurses has been caring for people 
who seek services for a variety of reasons. Because 
we were not equipped to cure people of their physical 
ailments we uspd the only trick in our bag — ourselves: 
we told our patients we cared; we would explore the 
available community resources; would teach them about 
their'(health) problem, and we would not desert them 
even when death approached. Now th^t we are learn- 
ing something about "curing'V we jjossess a powerful 
'tool. It remains to be seen how we will use it, and if 
we, indeed, can improve the outcomes of care, not just 
through the use of our new-found power, but in the 
way we use it. * 

I became interested in the, issue of patient- 
participation in care in 1966. As a public health nurse 
assigned to a health care team located next to a public 
school I had a 9-year-old bojj eoifle lb me^ 
on his arm. He began refenitig other children 
and before I knew it, I had a clientele bf icfiildr^ 
seeking care on their own. Thisf was a r^ciall^^ 
community; there were many J working and .single 
parents. My observations suggested that X)ver time these 
children (my patients) seemed to become more re- 
sponsible and "something" was happening to them. 
This led to a search of the literature anS a proposal to { 
study self-initiated care fqr children. This resulted in 
a three year federally fun^e#research project entitled 
Child-Initiated Care, just completed 4his-~past-March — 
The purpose of this project was to involye children as 
active. participants in their own health care rather than 
as passive participants in the usual provider/ patient 
interaction, and to examine the effects, if any, of such a 
bizarre venture. 

The first year of this study was spent in developing 
a conceptual model to describe the health-related be- 
liefs and behaviors of children ages five through 12 
years of age. For the past threq years we have been 
operating a system in an, elementary school with over 
300 children in which they are free to initiate their 
own care by taking a "care-card" from a box in the 
classroom and go directly to the school luirse practi- 
tioner. The nature of the interaction between child 
and nurse was designed to give the child decision- 
making responsibilities Regarding the management and 
disposition of the problem under specific rules designed 
to protect the child's health and welfare. For example, 
if a child presented with a stomach ache, the nurse 
would pursue the present illness, past medical history, 
do a physical examination, present the data to the 



child, formulate a problem list, and ask the child to 
ge;ier^te options for coping with or solving her or his ' 
problifem. The child then decides which option to 
choose. This interaction process was based upon con- 
cepts*of social learning theory and a Rogerian orienta- 
tion— i.e., the child is capable and compet^t to par- 
ticipate in this process. 

The results have been quite striking. For example, 
•manifestations of the sex-role behaviors ascribed to 
women and men appear very early in life. As early 
■ as second or third grade, girls see exposure of their 
body to the environment as more often productive of 
illness, in contrast to boys who cite overexertion or 
overeating. By age seven, girls more than boys believe 
ckre to be more essential. The patterns of utilization 
are similar for boys and giris ages five to twelve to 
adult males and females 20-45 years of age. Giris are 
found more often to be higher utilizers of care for 
nonmedical reasons, and the greater proportion of 
nonusers, those who never present themselves to the 
nurse's office for care, are^oys.** ® . • 

This wprk is con tinuing^The intervention has been 
demonstrated to, have impact on behavior as well as 
-CBlftain elements of the theor^cal model we:deyeioped. 

While we must begin today with children *to change 
tomorrow, we need not neglect women over .the age 
of 12 yearsi An increasing number of women's clinics 
are appearing that focus on the problem of women and 
delivery of services in a way which is more consistent 
with the woman's view of herself. These services do not 
have to be limited to those who are actively associated 
with the women's rights movement. If nurse practi- 
tioners and physicians understand the issues related to 
the historical evolution of women's roles there is much 
that can.b^ done for women patients' in addition to the 
traditional model for care. ^ . Ni\' 

As an example, a few weeks ajgp I ?aw in aSnedicine 
.--dinic a 644^eat-dd womaVwhosC-i^^ 
rectal itching. She had received a. veiy thorough com- 
petent medical work-up and wasi^^g^vert' an appropriate 
treatment regimen. However, she returned bg:ause she 
had*not received relief. In seeing this woma*n I focused 
on two problems: 1) thQ^'nature of her physical prob- 
lem and 2) the issues I saw for a woman whose honicj^ 
was being taken from her because it was^ part of a lien 
on a mortgage for a business that went bankrupt duringii|j 
the oil crisis. I confronted her with her feelings about 
this. She was angry at herself for not taking more 
initiative and refusing to allow her house to be taken 
from her. With regard to ber physical -kromplaint I 
asked if she had ever looked at her vaginal and rectal 
areas. She was embarrassed; no, she never had. I sug- 
gested that she take two mirrors and showed her how 
she could visualize the nature of the lesion. I learned 
to use this technique of self-examination with mirrors 
ia our previous experience with children. I find that 
allowing children to wash. their own cuts and examine 
' in reducing anxiety and tears than verbal reassurance, 
themselves with a mirror usually is more effective 



Summary ^ 

I am advocating major role changes for women as 
providers and consumers at all levels,, i.e., home, 
school, health care facilities. This means that the 
subtie and not so subtle sex-typing that permeates : 
society, and is reinforced in the Jfeedia, i.e., that .women ' 
are weak and need to take drug products to eynhance 
their health status and sex appeal -will have to 1)e 
recognized for what itas;|-;^j^6i^^ 
and perpetuating these j^j^rple images. The,contintoUyC 
reinforced concept t^lJ^tien 'are strong, domineenng 
and invincible mv^^so hi re-examined iii the iigjit 
of sex^pecifi^njjprt^lity rates/ ^ j 

There is^^e^^i^ence that the aggre^^enete df 
males teni^feg^^ them more doipinant in the inteflr- 
actions ^^p-'ifmers.® This quality may make it, difficult 
•for mejT^roviders tb share power/with patients. Per- 
haps this is another reason to encourage mori? women 
to.bdcome phy^iahs and nurse practitioners, although 
I believe that without role models who will help them 
learn to provide fcare for patients as equals, and without 
- a fundamental cjiange in flie b^l&nce of power between • 
*pVovider and consumer, this riia^ indeed be a hallow 
victory. 

.Preparing women to be better providers of self care 
as a means of increasing access to care could be an 
international strategy. It is a means to achieve a sense 
of mastery and control 6ver one's body and destiny. 
If .women feel better about themselves, it might lead 
to a whole host of secondary gains for all members of 
society. The philosophy of^ the Cameroon Commill 



Societies is theoretically sound, as well as practical* 
Women provide the social glue for society. There are 
data to support the contention that the health and 
illness behavior of the members of family units is 
primarily related to the behavior of the woman in that 
unit.^ If women the world over were given opportuni- 
ties to learn to be better consumers^ and. providers at 
all levels, then women's roles would truly be changed. 
\ ; And I believe that the greatest benefits of such changes 
would accrue to the more fragile or tHe species — man.*^ 
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As a discussant for Dr. Martinis presentation on 
"Utilization of Women In Health Care Delivery in 
Cameroon and ,Africa'^l/was asked to comment briefly 
upon that presentation and to make more extended 
remarks by discussing the topic from my own perspec-* 
tive, and, finally, to comment upon the applicability of 
the African Strategies she proposed to the United 
States' situation. 

Comment upon Dr. Martin's presentation 

With primary reference to the Cameroon, Dr. Martin * 
has provided us with a general description of the major 
types of health problems confronting many underde- 
veloped countries. Inadequate resources, including 
those of monies, personnel, and training facilities, ad- 
versely affect the . health status of their populations. 
For example^ morbidity rates from preventable dis- 
eases could be reduced significantly if better preventa- 
tive health measures were in effect. She also focused 
upon some problems not completely unknown within 
the United States. For example, more and more effec- 
tive health education of their populations could aid 
immeasurably in preventing unnecessary diseases and 
illnesses, provided that individuals and families pos- 
sessed sufficient or necessary resources, such as money, 
for practicing good health measures. In other words, 
she recognized clearly important linkages between 
good health care and societal supports. In addition, she 
noted such problems as maldistribution of existing 
health personnel, and, quite important, the crucial links 
between politics and health. 

With specific respect to wjDmen, Dr. Martin described 
the generally extreme paucity of women in the top-level 
administrative and profe^ional posts within the health 
care areas, discriminatory patterns and recent changes 
in those patterns which affected the likelihood of women 
holding such po^s, and, at the same time, underscored 
the significant health roles exercised by women by 
noting ''that the health of the family and nation is in 
the hands of women". She also underscored the oppor- 
tunities for and necessity for women being effectively 
involved and coordinated in their health activities on 
the local level, a phenomenon which could be achieved 



more efficiently throujgh greater fle;dbility of fund utili- 133 
zation on the local level. 

My Own Peispectiye ' 

Many of Dr. Martin's generalizations about utilizmg 
women in health care delivery in Cameroon and Africaf 
are apt when applied to utilizing black women in health 

* care delivery within the United States. 

First, as women, the vast majority have been and 
remain heavily involved in delivering home health care 
to their nuclear family members, other relatives, neigh- 
bors, and friends. But, unfortunately, the extent to 
which such factors as role'segregation by sex occur 
within that health delivery is questionabl<e, inasmuch as 
data are not available. However, I believe that patterns 
of role integration and. segregation by sex among blacks 
in' home health delivery are influenced significantly by 
such factors as socioeconomic status, health status and 
conditions of the relevant individuals,- and differential ' 
employers' attitudes and policies about leave time for 
females and males with relatives or friends requiring 
care. In addition, and follo^ving Dr. Martin's admoni- 
tions aboirf the important relationships between nutri- 
tion, sanitation, and similar phenomena and health » 
carcy roles played by both sexes should be examined by 
their provisions of both indirect and direct health care. 
When such is the case, then it is quite probablQt. that 
both black females and males within the United States 
are responsible for and active participants in health 
care delivery. , ^ 

Secondly, it is also quite true that substantial in- 
creases in competent health education could benefit 
many blacks presently without that education, in that 
better knowledge and understanding of health and re- 
lated matters could conceivably lead to more effec- * 
tive' preventive health ineasures, as well as greater 

, conformity to sound health treatment procedures. The 
critical need tO reduce substantially social conditions 
dysfunctional to good health, such as the absence of 
flush toilets within households, is still a major problem 
for significant proportions of our own black popula- 
tion. For example, according to the 1970 U. S. Census 
data, aboOt 25 percent of all black women, 25 years 
of age and ovef^njilhe South, lived in households 



without flush toilets. But given sufficient healiSi edu- 
cation and given sufficient monies or access to good 
health resources, what will then happen? While we 
do not know the' answer to that, we must be ever 
cognizant of the fact that health attitudes and behajdor^ 
are also crucial variables in adequate or apprc^mate 
h utilization of health care resources. 

Thirdly, Dr. Martin's insight into the importance 
of political power and health care apply equally as well 
within the United States. For the most part, the lack of 
significam black political participation and power has 
adversely affected black health care. For example, the 
famous 1910 Flexner Report was influential m leading 
to the closing; I repeat, closing of at least six black . 
medical colleges, \mh only what are now the Meharry 
Medical College aiff the Howard University College of 
134 Medicine being able to "weather the storm''.' The grave 
problem was that governmental agencies were willing 
to, (and did) enforce closure due to inability to meet 
the new rules and regulations, but those same agencies ^ 
. ^ere unwilling to assjsL/fhose black medical colleges 
in developing resouraBS necessary for meeting those 
rules and regul^ttdm. Similar problems have arisen 
more iw ei ffiy with respect to many black proprietary 
nursing homes and the govi^mmental Life Safety Codes. 
While such programs as Medicaid and Medicare have 
provided some greater access to health care, and while 
some limited enforcement of civil rights legislation has 
' resulted in far fewer overt discriminatory acts, the prob- 
lem of blacks receiving adequate health care, irrespec- 
tive of^* their racial and socioeconomic status, has 
'*gone undei^ound'\ That is, more subtle forms of 
* discrimination are occurring, as in the case o| varying 
diagnoses, diagnostic tests, treatments prescribed, et 
cetera, being based far too often still on the basis of 
race and/ or sex, a concern which leads me to the 
fourth, and perhaps the most important consideration 
of the utilization of black women in health care de- 
livery. - 

Fourthly, Dr. Martin's generalizations about the use 
of women as formal health care agents are also appro- 
priate for black women in the United States. That is, 
the vast majority of black women gainfully employed 
as health care agents have been employed within the 
"inferior" health care positions. For example, through- 
out this century, only about one of every ten black, 
physicians has been female, due largely to educational 
> discriminaticrti practiced agaitist black ftfhiales by both 
! black, and white universities^ as well as to normative 
traditions about "the proper female role." Unfortu- 
nately, too, far too many Americans, including blacks 
and whites, have beerr concerned about the dearth of 
black female physicians. Instead, far too many have 
been overly concerned about the proportion of black 
females within the black physician population as com- 
pared with the proportion of white females within the 
white population. As I have written elsewhere, rsuch 
individuals have misled themselve^: 

. . . not only by accepting uncritically the usual 
myths about educational and economic, positions 



of black females compared with black males, but, 
most important, liy juxtaposing black and white 
female comparisons in assessing ^lack females and 
^ males. That is . , . [they were] overconcemed 
about showing that within their own racial groups, 
black females <tt|yed higher statuses than white 
females. Even hemh6wevcr . . . [they] fdled to 
provide conVincingBata. For example . . . [Gerda 
Lemer's] comparative data about the proportion 
of females among blacks and the proportion of 
females among whiies who were physicians and 

attorneys^ did" not~show the proportion holding 

medical or law degrees. They showed only the pro- 
portions within the labor force. Since black 
women with professional degrees are far more 
likely than comparable whites to be gainfully em- 
ployed, such data are highly circumspect in show- 
ing what Lemer would have us believe (namely 
that "black women are somewhat better repre- 
sented than white" . .-.). The data would not be* 
circumspect if appropriate controls for differential 
set ratios within the black and white adult popu- 
lations, buttressed by extrapolations based upon 
"equial proportions of black and whiteSi women witli • 
. degrees in the l^bor market!>had been established.* 

And, as another example, one irony of the famous % 
or infamous (take your choice) "War on Poverty'* of 
the 1960's was the significant empt^asis placed upon 
developing black females especially as;. parij^rofes- 
sional health workers, such as nurses' aides, and the 
significant lack of emphasis placed upon their develop- 
ment as health professionals, suoh as physicians and 
dentists, and in crucially related academic and research^ 
areas, such as biomedical and behavioral scientists and^^ 
in such related practical* areas as health administrators 
and health insurance executives. 

Thus, as I see them,' ^d despite quite recent, albeit 
minimal changes, the crucial problems involving black 
women in the delivery of health care within the United 
States as health agents are those of racial and sexual 
discrimination. Every effort must be made to encour- 
age and expand the number of black women within the - 
health care professions, and, in addition, every effort ' 
must be made to have Congressional legislation enacted 
which \yill ensure sufficient training slots ind stipends 
for them. Such black women must be encouraged 
to undertake training which will enable them to select 
carefully from'a variety of career, options, and a suffi- 
cient number of them should be encouraged "to select 
crucial roles within the academi^resfearch, service, 
and political' arenas. My own juq^"ent is that such 
black women should not be lulled, falsely, as some 
black students were, into training programs producing 
primary care physicians so that they^could better serve 
'*the ghetto". What I am jpally sayigg is that black 
women can and must be utilized effectively throughout 
the wide spectrum of health care and related positions. 

Applicability of the African Strategies 

It has long been obvious that a specific grouping of 
strategies in a specific way may be highly effective 
within one sociocultiiral environment, and almost 
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"iiyihless in another. Thus, while I cannot conunent - 
u]^K the probable effectiveness of the strategies pro- 
posed by Dr. Martin for increasing female utilization 
within the heaUh care areas in Cameroon and Africa, 

"^in the niain, I ' would reject those strategies for black 
women in the United States. That is, I would reject 
some of the specificities of those strategies, but I would 

.Accept the importance of (1) reducing health problems 
by^improving social environments and socioeconomic 
status; (2) expanding competent health education; 

J(^3y TncTe asing CO hsu^^ in health care 

organization; (4) increasing training and career options* 
in the health care areas; and (5) increasing black fe- 
male participation in top leyel decisionmaking posts. 
I would not urge black women to concentrate on health 
posts in areas, of greatest manpower sfibrtages, nor 
would I urge greater initial thrust on the Jlocal level 
(by now, we have ' had sufficient experiences with 

.^general revenue sharing to kno^ that blacks, at least 
in the South, can put somewhat greater faith in Federal 
than in local revenue sharing, provided that the Federal 
Government implements and enforces its 'provisions), 
but on the Federal level, and I would begin urging that 
great thrust be made during 1976, inasmuch as it is 
obviously ^an election yearl 

And, in closing, I would also urge black Svomen 
especially to consider carefully the proportion of their 

.monies which are used to educate medical students 
within the United States, and to determine the extent 
to which they receive at least' equal representation 
^thin that training group. Black women may also 
wish to consider the extent to which many hidden Fed- 
eral subsidies to medical students might better be 
shifted to an overt loan slatus, since phyilcians are > 
in a far tetter position to^'rep^y such loans from future 



earnings than are most other individuals ^ieducated* 
partially at the "public trough". And I would urge 
black women to become more seriously concerned 
about the significant and increasing proportion of 
foreign medical graduates (FMG's) who arc deliver- 
ing seconAand services to far too many blacks, par- 
ticularly within public hospitals and cUnics. Here I 
reflect back upon an observation I made some four 
years ago when I discovered the significant proportion 
of foreign psychiatrists on staffs of State mental hospi- 
tals seizing overwhelming" numbers of blac|: in-pati 
and out-patients, and, in one instance, my distinct 
chagrin when I discovered further that many of those 
particular foreign psychiatrists barely spoke English. I 
was consoled, although only briefly, however, when a 
friend who is a health care professional in Washington, 
D.C., informed me some time later that I should not 135 
have been surprised, since, within the District of 
Columbia, "niggers are only gueH these days". That is, 
and he was quite correct, many of the occupational 
positions formerly filled by blacks within our various 
hotels, restaurants and other service positions arc now 
filled not by native blacks (whose unemployment rate 
jcohtinues to rise), but by foreign blacks, foreign 
'whites, and, other foreign colors. So, unless black 
women want to continue only being largely patients 
these days, some critical action along the general lines 
Dr. Martin suggested should be helpful hertf, too, pro- 
vided the proper coalitiot||^are formed, and such coali- 
tions shoyld not involve cojoining only with the weak — 
female or niale. 
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Introdnctory Remarks 

This presentation is mainly based on the existing 
statistical data derived mostly from two Polish cen- 
suses, 1960 and 1970. Obviously, such materials are 
rather rough indicators of the social processes. How- 
ever, they have a unique value: , they present the 
changes and transformations of the society at large. 
The statistical indicators provide a facttfal, objective 
base for an analysis and control of the societal trends, 
in the social position of women, for instance. 

It is well-known that such data cannot be easily 
compared cross-'nationally and* cross-culturally. It is 
hardly possible to venture comparisons without know- 
ing characteristics of and differences between the struc- 
tures and systems expressed by the statistical indicators. 
Often the same name or identical data 4ntve^a com- 
pletely different meaning in each of the compared 
countries. Besides it is hardly adequate to analyse ex-^ 
clusively data pertaining to health isolated from the 
broader societal context of which health is a part. Also 
processes of change of women*s position are but one 
element of the general societal change. 

Having this in mind I divided this paper into two 
parts: part one deals with the data aimed at presenting 
general trends of women's position in contemporary 
Poland; whereas part two deals with the same phenom- 
ena in the area of health. It is attempted to show a 
broad background and context of decisionmaking by 
women in health. 



the percentage of men with the basic vocational train- 
ing is much higher than that of wcxnen, whi9h partly 
explains the persisting higher wages of men as com- 
pared with women (jobs requiring a basic vocational 
training, mostly technical, are usually well paid). 

Table 3 reveals the distribution rates of female stu- 
dents in the academic schools among various subject 
areas. Some words of explanation are needed: in 
Poland, as elsewhere, opinion divides occupations into 
"male" and "female" domains. The medical professioa 
is universally regarded in Poland today as a female 
profession. There was a relatively large number of 

Table 1: The Educational Level of Wonmi and Men 
of Two Generations: Poland 1970 
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Education 



18-24 years 



50 years and 
over 



Women Men Women Men 



Percent 



All women and men 

Higher including incompleted 
Secondary including 

incompleted 
Primary completed 
Primary incompleted 
Self-taught 
Only able to read 
Illiterate 

No data . 



100.0 


100.0 . 


; 100.0 


foo.o 


6.8 


4.5 


1.5 


4.8 


53.7 


55.5 


9.1 


15.3 


36.4 


35.8 


36.4 


35.0 


1.9 


3.2 


36.3 


37.2 






^6.3 


3.8 






2.5 


05 


02 


02 


6.4 


3.3 


1.0 


1.1 


1.2 


0.9 



Source r Census 1970 



I. Some i!>eterni!iiants of Women's 
Present Position in tiie Polish 
Society 

A. Education ^ 

Table 1 presents the process of a dramatic rise in 
the educational level of Polish women and men, in 
the country in which 30 percent of the population was 
illiterate prior to World War II. These data also reveal 
that differences in the educational level of men and 
women are being obliterated. 

Table 2 shows the present situation in this area 
"related to the age group 25 to 29 years: the educational 
structure is not identical for both sexes. For instance, 



Table 2: The Educational Level of WcHuen and Men 
in the Age Group 25-29 Years, Poland 1970 



Education 



Women 



All women and men 

Higher including incom|ileted 
Scmi-higheP^ 

> Secondary including incompleted 
Basic vocational 
Primary completed 
Primary incompleted 
No data 



r 



* schools of nursing, for instance 
Soujxe: Census 1970 



Pofcent 



100.0 

6.7 
4.4 
22.5 
10.1 
51.1 
4^6 
0.6 



Men 



100.0 

13 
1.8 
17.2 
22.9 
45.5 
3.8 
09 
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women .physicians already in the inter-war period (see 
table 9) and in the first post-war years the highest, 
proportion of women in hij^er education was in medi- 
cal schools. In the following years the proportons 
dd|^nged, which is probably attributable to the measures 
iQIftlied by the authorities to check the feminisation 
of studies' in fields where it assumed great dimensions 
(table 3). Nevertheless, women constituted 50.2 per- 
cent of mediial and 81.3 percent of dental graduates 
inH[973- (tablc~9) . As table 3 shows, the proportion of 
women in the medical profession declined by half in 
1951-1967, while their share in technical vocations 
doubled. This can be attributed to measures of another 
kind, namely, those aiming to stimulate a rise in the 
nujnber of women students in fields where they are 
relatively few in proportion. As a result, there has been 
a change in the structure of studies chosen by women 
which will most probably continue. The range of 
faculties chosen by women is expanding and is depart- 
ing ever more and more from the so-called typical ^ 
female prefer^ces. • ' 

Nevertheless, there are visible differences in the 
:upational structure of women, and men with aca- 
hic education: While about 45 percent of women 
with academic training are concentrated in health and 
humanities almost the same proportion of men is 
involved in engineering. (Table 4). 

b! Work 

The proportion of women of the total employed out- 
side agriculture was 39.3 percent. m 1970. Diagram 1 
presents participation rates of urban women in five 
age groups in the labor force in 1960 and 1970. 

Theo rise of the proportion of working women in 
1970 in each of the five age groups is observed; but 
interestingly enough, the increase was the sharpest in 
two age groups: 25-34 and 35-44 years, those periods 
in which domestic responsibilities are the greatest. Dia- 
gram 2 presents differences between Poland and USA 
in this respect. 

Diagram 3 shows participation rates of urban female 
and male in the labor force by age. 

Whereas in Table 5, general trends' of the emjjloy- 
ment of married women are presented. 

Differences between Poland and USA in this respect 
are shown in Diagram 4. At present as much as 75 
percent of working women in Poland are married, and 
the majority of them are mothers. Neither the number 
of children nor their ages exert any great influence 
on women's vocational activity. Thus, 64 percent of 
mothers with children up to the age of three, 71 per- 
cent with the youngest children between four and seven 
and 74 percent with children of 14 to 18 years of 
age are working, as are 77 percent of mothers with 
one child and 63 percent with three children.^ 

After their maternity leaves, 70 percent of the 
mothers return to work. The influence of education 
and type of occupation on the decision in this respect 
is shown in Table 6. ^ — ^ 
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Table 3: Distribation of Female Stadents In Academic 
Schools Ai^ng Various Subject Areas, Poland 1950* 



51 and 1966^7 






Subject area 


1950-51 


1966-67 






Percent 


All students * 


100.0 


100.0 


Medicine, dentistry, pharmacy * 
Humanities * ** 
Law and economics** 
Mathematics, physics, 
chemistry, biology 
Engineering * 
Agriculture * 
Fine airts ♦ 


30.8 
20.8 

._J8.4„ 

13.9 

5.1 
4.6 


15.1 
22.6 

:20.8„ 

15.6 
14.8 



^ Including social sciences, psychology, education, Polish, 

foreign languages, journalism 

♦ university 
** Higher professional schools 

Source: 'The Woman in Poland", The Central Statistical 
Office, 1968 

Table 4: Distribution Rates of Women and Men Wlfli 
Academic Education Among Various Subject Aieas^ 
Poland 197(9 



Subject area 



Women 



Men 



Percent 



All women and men 

Medicine, dentistry, pharmacy 

Humanities 

Econonlics 

Law and, administration 
Mathematics, physics, chemistry, 

'^biolo^ 
Engjneermg 
Agriculture 
Fine arts 
Other 



100.0 


100.0 


22.0 


8.5 


23.2 


11.7 


13.4 


11.9 


5.7 


8.3 


11.8 


5.6 


11.5^ 


41.5 


6.8* 


8.6 


4.0 


2.3 


1.6 


1.7 



Source: Censu9'1970 ^ 

Table 5: Participation Rates of Urtian Married Women 
in the Labor Force in Four Age Groups, Poland 1960 
and 1970 



Age group 



1960 



1970 



Difference 



20-24 years* 
25-34 . 
35-44 
45-54 



51.3 
43.8 
39.2 
29.9 



65.5 
68.5 
66.0 
53.7 



4-14.2 
4-24.7 
4-26.8 
4-23.8 



♦ For 1960 age groups 18-24 years 
Source: Censuses 1960 and 1970 



Tablte 6: Married Women at Work Six Monf^^^ 
lowing Maternity Leave, by Occupation, Poblii^ 1963 



Occupation 
— Teachers 

— Doctors and pharmacists 
— ^Nursery school staff 
— Engineers and technicians 
— Production workers in industry 
and construction 

skilled . 

unskilled 
— Charwomen 



Percentage 
at work 

94.7 
94.2 
84.9 
' 84.2 



70.0 
49.9 
48.0 



Source: A. Kurzynowski, r/ie Continuity of Work and Ma- 
ternity, Warsaw 1967. 
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IMagnun 1: Participation rates of urban ^jomen ill five 
age groups in flie Ial>or force, Poland 1960 and 1970 



IHagram 3: Participation roles of urban females and 
males in the lalYor force by age, Poland 1920 




100 
90 
80 
70 
60 
50 
40 
30 
20 
10 



45-54 



55-64 



^0-24 25-34 ^ 35-44 
. Age group 

Source: M. Sokolowska, K. Wrochno; **Women*s social 
position in the light of Statistics,** Stadia Sociologiczoh, 1965, 1 
and Census 1970. i 

C. Participation in tihe Social and Political Life. 
Managerial posts — ^^Decisionmaking^ 

For most working women in Poland "top" positions 
are 'unattainable simply because there is "no equality 
in family duties. Everyday observation proves that a 



. 
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15 20 25 30 35 40 45 50 55 60 65 
Age t 
Source: Census 1970 ^ 



gerial position^. cannot ^^^held by' wpmen ivithdut 
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Managerial positions mean irreg^li^. job' hoursjp- cpn-* 
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tween social ^classes, but it has by no means auto- 
ihatically $:hanged the relations between family mem- 
bers. The, patterns of family life change at a much 
slower pace. Many hui^bands, and wives too, still stick 
to the traditional im^ge of relationship |Ptween thie 
'^spouses and between children and parents, as well as 
to the patriarchal model of power in the family and 
fijlLt ensuing division of responsibilities and duties. Let 
us not forget that almost half of the Polish population 
- liver in- villages and-that^the Catholic Church still 
exerts it9 powerful influence. But the social and eco- 
n6mic background, once sufficieiitly justifying the tra- 
ditional images and models, has changed radically. In 
the new situation of a family in which a woman earns 
her income, the strategic problem is that , of a redefini- 
tion of the roles of .the husbaiid-and-father and of the 
wife-and-mother. 

The fact of employment of a wife-and-mother has 
not iinfluenced very much the distribution of domestic 
chores* Though in the families of 'working women the ' 
contribution of the husband Tand of the other house- 
hold members is twice as high as in the bther ones, 
still ,it remains rather meagre.^ A rejaavely small 
proportion ojf: women benefit from communal services 
such as: can^||ns,^laundries, etc. The bulk of house- 
hold work continues to be done at home and belongs , 
to the sphere of activity also of the working woman.^ 
Seventeen percent of urban working women use 
the day-care center for their children under three years 
of age. Forty-eight 4)ercent use the Icindergarden. Fif- 
teen percent of the urban families with women aged 
21-47 years live with their, parents. Families with 
women aged 21-34 years live with parents al||pst five 
times more fre^uendy (ban families with women aged 
35-47 years. About 30 percent of children of the 
young couples are reared by grandparents.^ Neverthe-^ 
less, care and rearing of children is mainly the mothe^s^ 
task (Table 7). T * 

Table 7: Percentage Division of CUId-Caie Responsi- 
bilities Between Mothers and Fathers, Poland 1967* 



Mother's occupational 


Children aged Children age4^ 
0-7 years 8-18 years 




Mother Father Mother Father 




Percent 


Working 
Non«working 


81 19 78 22 
93 7 88 12 



* Nationwide representative urban sample of 1,677 married 
women aged 21-48 years and ^500 husbands (all child-care 
functions=:100) 

Source: J. Piotrowski; "Family needs resulting from an in- 
increased emptoyment of married women," 1969. 

i^l^llowever, there are already examples showing chang- 
ing attitudes and behaviour also in this area. Pioneers 
of the new pattern of family relationships are young 
married couples of professionals living in cities, *'dual 
career" families. A study of a group of couples in 
which both husbands and wives are engineers, living 
and working in Warsaw revealed that there is W actual 
partnership there.^ It is expressed in mbre eqtial di 



vision of the domestic duties, in common child-care^ 
common holidays and pastimes. An .important place ih; 
the marriages of young engineers occupied by pro- 
fessional discussions and by mutual help in Uiose tmtr 
ters that concern them as a couple. None of , the women 
engineers seriously considers the possibility of quitting 
her work for good, since^ they see their professional 
activity as an indispensable element in a woman's life, 
like having a family. -The couples pf young medical 
doctors were never studied~in~this way~but I suspect 
that the results would be similar. ' 

New patterns of .life have been traditionally modeled 
by the educated class in Poland. The way of life and 
the cultural patterns of 'tiie "enlight||ied" have for 
centuries provided progressive models of the sysfems ' 
of values. Thu^, it may be expected that the new pat- - 
tems of family relationships, being now shaped by the* 
educated and professionally active, will be accepted 
and adopted by the society at large. These patterns 
arise as a result tof rationalization 'and individualization 
of social behaviour of individual people and families. 
•Underlying them are far-reaching changes in. tfie sys- 
tems of valuer cherished by men as husbands and 
fathers and by women as. wives 'and mothers. ^ 

Polish data also reflect the universal phehomenon of 
the decreasing share of women as we move up the 
hierarchy, even in the most feminine occupations. The 
percentage of women in top positions, as in other 
countries, does not correspond to the percentages of 
educated women in general and to tiie proportion 
of men in those positions (Table 8)^ 

The proportion of women among full professors is 
5.2; among associate professors, 11.5; among dotsents 
(A) 15.5; among doctors, 28.0." The proportion of « 
wonien among deputies to the one-chambered Parlia- 
ment (Sejm) was as follows: 

1952-56 17.4 * 
1957-61 14.4 
1961-65 4.1 . 
. 1965-69 12.4 
1969-72. 13.5 
197y 15.9 - , 

In government adnrinistration there are almost no 
women: t . 

Council of State (B) . 1 

Council of Ministers (C) — 
. Ministers (Secretaries of State) . — - 

vice-Ministers 2 
Foreign Service: Ambassadors — 

The Editorial Boards of three leading Wa^aw week- 
lys; *Tolityka"v "Kultiira" and "Literatura" include 
75 members; there are four women among them. 
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(A) The degree of dotsent (venia legendi) roughly ^cor- 
responds with the title of associate professor in 
USA 

(B) Composed of president, four vice-presidents, secre- 
tary and 1 L members 

(C) Composed of president (prime minister), six vice- 
presidents and 22 ministers (the number x>f vice- 
presidents and ministers is a subject of change). 
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Table 8: Percentage of Women in Higher Work Posi- 
tion of Polish Industry, 1964 and 1968 



Position 



1964 



1968 



Women as percent of total 
workers in' position 



Director 

Chief engineer, vice-director 

for technical affairs . 

Vice-director for mana£tement 
-Chief median icr chief power engineer, 

.chief technician 

Head of production section 

Section mechanic, power engineer, . 
technician 
. Senior foreperson 

Foreperson 

Chiei ^bookkeeper 

Director of finance section 

Senior financial consiiltant 

Financial consultant 



1.9 


1.5 


2.2 


2.3 


3.6 


4.6 , 


2.7 


4.2 


8.2 


7.1 


9.7 


13.9 


1.7 


4.0 


3.9 


5.0 


38.2 


. 30.6 


17.5 


23.6 


37.6 


58.2 


50.8 


76.9 



Source: Statistical. Yearbook of Work 1945-1968, Quoted by 
K. Wroctino, Problems of Women*s Work, Tradcunion 
Publishers, Warszawa 1971. 

n. Women in Decisionmaking in Healtti 

Health was never studied in Poland in a way rele- 
vant to the present paper (A) and ^e only existing 
data I was able to use in this paper consist of the 

. routine statistics. However, it seems to me that these, 
data, together with the first part of this paper, are suf- 

' ficient to give a notion and. general idea about the 

'problem. 

Under "women" three groups of professionals are 
understood: physicians, dentists and phftrmacists. They 
are the only academically trained professionals "spe- 
cific" to health. (B) 

No attempt will be made to define precisely the 
complicated and somewhat vague tenri "decisionmak- 
ing". There are 'severM levels of decisionmaking in 
health and at feast two main forms: professional and 
general managerial. The first involves definite qualifi- 
cations and skills of a physician, closely connected 
with his or her professional rqle. The second form re- 
lates to the area where there is no clear test of per- 
formance and demonstrated experience does not guar- 
antee competence in a current task. . 

Speaking about the first: professional form of de- 
cisionmaking in health, I have in mind a doctor who 
healer of the sick individual.'' A healer operates at 
a (direct, most dramatic level of decision involving 
question^ of life and death of a given person. Obvi- 



(A) For instance I have in mind such studies as '"Women 
in Medicine" by M. Jefferys, 'The Female Physician 
in Public Health" b^ J. Kosa and R. E. Coker or the 
already quoted Polish study of the married couples 
of engineers by B. Lobodzinska, which could t>e 
carded out in a similar way on a group of married 
ccuaple of physicians. 

(B) Midical schools in Poland do not birong to uni- 
•vi^rsilScs. They are supervised by Ministry of Health 

ancLSocial Welfare andlfhey are coniposed of three 
faculties: of medicine, of dentistry ("Stomatoloeia") 
and of pharmacists. There is a Qewly. established 
faculty of nursing in one of the medical schools but 
there are no data yet indicating the role played by 
its first graduates in the healtlr system. 



ously, it is a highly specific area of choices and de- 
cisions and it seems that just because of it the doctor 
enjoys such a high prestige in modem society. The 
high proportion of women physicians in the socialist 
countries — a proportion unequated anywhere else in 
the worfd — may be interpreted as a tremendous gain 
by women of a unique power and rights granted by 
society to its scientific healers. 

No research was carried but in this field but it 
^.seems that the variable feminine sex does not influence . 
the authority of a doctor. In spite of "feminisation" of 
• medicine he or she enjoys a very hi^ social prestige. 
In Poland, the variable feminine sex is probably less , 
important thah the highly specialized professional role. 
Perhaps it is due to the fact that the population be- 
came used to the image of a woman doctor who in 
Poland has a long tradition in medicine. 

Table 9 shows the number of physicians, dentists ' 
and pharmacists of both sexes in the years 1921-1973 
and the increasing percentage of women in these pro- 
fessions. 

> Table 9v Number and Percentage of Female Physi- 
cians, Dentists, and Pharmacists, Poland: Selected 
Years, 1921, 1960-1973 



Year 


Physicians 


Dentists 


Pharmacists 






Number of Women 




1921 


' 656 


1,296 


569 


1960 


11,024 


7,28S 


5,856 


1970 


23,459 


11,066 


9,924 


1973 


27,575 


12,269 


11,505 






Percent 




1921 


12.0* 


51.1 


16.0 


1960 


38.4 


78.2 


73.9 


1970 


47.6 


81.3 


80.7 


1973 


5a2^(ii 


81.3 


83.1 



♦ 20 percent of doctors in 1931 were women^ 
Source: Statistical yearbooks. 

Already in 1921, the first census in Poland revealed 
a relatively hig!9 percentage of women physicians and 
dentists practicing medicine (table 10). 

Table 10: Percentage of Women Physicians and Den- 
tists in Sblo Practice and Employment, Poland 1921 



Type of work 



1921 
women 



Physician^ Dentists 



Women as percent of total 
in type of work 



Indei)endent-solo 
practice 
. Employee 



16.1* 
14.2 



50.2 
49.7 



* 28.2 percent in 1931 . 

Source: Censuses of 1921 and 1931. 

Table 11 |hows the distribution and proportion of 
women with doctoral and dotsent dissertations in 
selected specialties of medical sciences: these whe're 
women predominate (pediatrics, ophtamology, micro- 
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biology), where thcjy con||titute almost a half (bio- 
chemistry and biophysics, medicine), and where the 
proportion of them ^the smallest (obstetrics and gyne- 
cology, surgery). These data point out the wide range 
of specialties chosen by ^omen doctors and dotsents 
for their ciareers in the highibr academic or professional 
ranks. Even in^surgery, the most traditional masculine 
area of medicine, the proportion of women is quite 
impressive (16 percent). , 

Arable 11: line Total Number pf Dissertations for Doc- 
tor and Dotsent Degree Jn Medical Sciences and Per- 
centage of Women by Selected Specialists, Poland 
1960-1969 .yb ' . . - 

Doctoral dissections Dotsent dissertations 



Specialty Percent Percent 

Total Number of Women Total Number of Women 



Pediatrics - 293 74.1 39 74.3 

Ophthalmology 93 66.6 27 51.8 

Microbiology 129^' , 62.7 33 39.3 

Biochemistry, ; 

biophysics 139 46.7 41 17.0 

Medicine 723 > 38.8 135 22.2 
Obstetrics and 

gynecology 276 20.2 -48 12.5 

Surgery 666 16.6 129 6.2 



Source: Statistical Yearbook of Science, 1971. 

r 

The ^percentage of women physicians holding the de- 
gree o^ doctor arid dotsent^ncreased markedly between 
1968-1973 (T^ble 12) iiid it is much higher than 
the proportion^ of women in all disciplines holding 
doctoral and dotsent degrees. 

Table 12: Percentage of Women Physicians Holding 
Doctoral and Dotsent Degree and Nominated to Pro- 
fessors, Poland 1968 and l^tS 

Professors Dotsents Doctors 

Percentage of women 

1968 13^8 208 ' 32J 

1973 12.0 25.7 3 6.9 

Source; Census of Personnel, 1968 and 1973. 

In fact both ^ the percentage of women among per- 
sons holding tfie highest academie degree of dotsent 
(25 percent) as well as the degree of doctor (37 per- 
cent) are rather impressive, as compared with many 
other countries. Undoubtedly, the decisive factor is 
a large number of women physicians — the existing 
"supply". Their pressure upwards results in breaking 
the consequent barriers and permeating the occupa- 
tional structures at the consequent levels with women,* 

On the contrary, it seems that there is no similar 
ladder from tlie occupational to the general managerial 
structures. Although for managerial positions in medi- 
cine in Poland medical qualifications are required, it is 
not sufficient proof of competence in areas of general 
management. As the British authors state: 

• ♦ The lack of increase and even the slightly decreased pro- 
portion of women among persons given the title of pro* 
fessor may be explanied by the fact that the main wave . 

^Jias not yet reached the level of professorship. Professors 
are usually older or much older than dotsents. 



' "Women have been able to win acceptance in 

senior posts most easily when these posts require 
a definite qualification: which a woman can snow 
that she has, as with a doctor or research scien- 
tist. . . . But today managemen^oo is coming to 
include an increasing ^element of definable and 
respectable skill. The route to, the top in manage* 
4nent leads more often, and over a greater propor- 
tion of a career, through specialized fields where a 
demonstrable skill or qualification is required. . . . 
It is at least a possibility -that as these trends dc^ 
velop, the opposition to women in management 
wilLcrumble as that to women as individual per- 
formers at senior levels has already done".® 

^ It^is the area of general management that masculine 
prejudice operates most strongly and men's judgement 
of what women can be expected to achieve is. further- 
est from reality. 

"Here are the major power centres and the area 
where threats of competition are likely to be most 
strongly felt. Here is^lso where the optical illusion 
of family is likely t</nave most effect. The mother 
of the family may have a special skill in this 
or that domestic or other art as well as high skill 
in informal relationships. Men who are used to 
seeing a wife exercise these skills at home will not 
be greatly surprised to see her or another woman 
exercising skill of the same type in a work situa- 
tion. But the styl6 of overall management in a 
home is likely to be different from what is appro- 
priate to the control of large formal organisa- 
tions ... It is again of course in management 
that, because too few women have yet the chance 
. tp -reach management positions, die self-fulfilling 
prophecy operates most strongly: the tendency to « 
force low levfels of aspi'ration of women and for 
women themselves to live down to tl|em." ® 

Table 13 mirrors this situation to a certain degree. 

Table 13: Percentage of Women Admfadstrators, Se- 
* lected Managerial Posts in Healthy Poland 1973 

r- ^ '. 

Ministry of Health and Social Welfare 

Secretary of . state — 

Deputy secretaries of state — 

Directors of divisions — 

Heads of departments of health, voivodship level — 

Directors of community health centres ' 6.5 

Deputy directors of community health centres 15.4 

Directors of hospitals and out-patient clinics 38.6 

Deputy directors of hospitals and ont-patient clinics 25.7 

Chief physicians in hospitals and depu^ chiefs 36.9 

Source: Census of Personnel, 1973. 

It is an unexpectedly high percentage of women among 
directors of hospitals and out-patients clinics (38.6) 
that seems to be a new development. The post of 
, the director of a hospital can be located **in-between", 
betWeien the professional structure afid the managerial 
one. A high proportion pf women occupying this post 
represents an interesting trend which should be care- 
fully observed. * 

Another interesting phenomenon is revealed by 
Table 14: women administrators are younger than men 
at th| corresponding posts. 
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Table 14t Age of Men and Women Physklans in Health Management, Selected Posts, Poland 1973 



Pott 



Directors of community 
health centers: 
Men 
Women 
Directors of hospitals 
and out-patient 

" — clinics: 

Men 
Women 
Chief physicians in 
hoj^itals & deputy 
chiefs: 
Men 
Women 
Heads of rural 
health centers: 
Men 
Women 
Heads of other health 
establishments: 
Men 
Women 







• 




Age Groups 






Total 


Under 
29 


30-39 


40-49 


10-59 


60^ 


65 & 

over' 


100.0 
100.0 


0.2 
8.1 


26.8 
18.9 


60.6 
56.7 


11.0 
13.5 


1.1 

2.7. 




100.0 
100.0 


1.4 

3.6 


20.5 
37.2 


46.6 
43.3 


18.5 * 
13.0 


6.7 
• 1.2 


1.5 


100.0 
100.0 


0.2 
04 


16.6 
29.1 


50.8 
49.6 


20.7 
17.4 


7.7 
2.5 


3.7 
0.7 


100.0 
100.0 


14.6 
28.8 


46.8 
48.3 


.31.1 
17.3 


4.8 
4.5 


1.4 

0.3 


1.0 143 
0.5 


100.0 
100.0 


6.3 
11.3 


27.8 
35.4 


28.3 
30.1 


19.1 
17.1 


10.1 
4.3 


8.0 
1.5 



Source: Census Personnel, 1973. 

The preoccupation with the general management 
area should not leave other phenomena out of the 
attention of the students of decisionmaking in health. 
Table li3 shows that 37.0 percent of chief physicians 
in the Polish hospitals are women. It means that in our 
country the professional decision in health at a high 
level of Competence and responsibilitlxomes almost 
equally from men and women. . 

Conclusions 

Materials presented above reflect both the universal 
and the local socialist — Polish traits of the present 
phase of the process of change in the position of women 
in society. A few words about, the universal side of 
this ^process: it was only a few 'decades ago that the 
first women ever stepped into the colleges and uni- 
versities. Time has passed rapidly indeed; we must 
concede this, if we think about the enormous scope 
of change that has occurred: from the struggle for^ 
radnilssion to universities, to about one-sixth of women 
among college professors in Poland; from only a few 
wpmen physicians at the beginning of^the century to 
alniost a half of the profession now; from researches 
on "the delicate feminine organism" to prove th^t 
academic studies are noxious for women, to space* 
exploration tasks in which*" women participate. 

As far as the local socialist-Polish side of the story 
is concerned: The data presented show a somehow 
slow but steady increase in the percentage of women aS '; 
active participants of the social and political life.. Th6 
coming years will bring further changes. In sociajist 
countries there are favorable coiij^tions for such 
changes. This is evidenced by at least three facts: ^ 
1 ) A great majority of working women continue to be 
employed during their wh(i||& lifetime, similar to men. 
This is a basic precondition of avoiding playiqg a 
marginal role at the place of work and to becoming a 
necessary member of the staff, with opportunities fci 



advancement. 2) There are high percentages of women 
in the professions. Professional wQrk, e.g., of a physi- 
cian, is a responsible one at any level. Still, women 
professionals are by no means exceptional: a woman jas 
a, physician, dentist, lawyer or even engineer can be 
met everyday in Poland. 3) The barriers to winning 
scientific degrees by women still exist, but at higher 
degree levels, principally. ' 

The socialist countries have shown to what extent 
the position of ..women can be changed by changing 
the macro-structure Of society. This was achieved by 
the appropriate systenis of law, education and employ- 
ment. Further changes depend on transformations in 
social micro-structures: in human and family relation- 
ships and in the traditional feminine and masculine 
role images. Human consciousness in this field, as 
much as in others, changes less rapidly than the 
economic or political institutions. 
' The health area in Poland is an exciting laboratory 
for studies on these processes of change. 
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It is a privilege for me to discuss Dr. Sokolowska*s 
excellent paper on the vital subject of the role of 
women in health care decisionmaking. 

I will begin by giving my specific reactions to a 
number of the points made by Dr. Sokolowska. Then^ 
I will attempt to! relate her presentation to ^factors 
influencing the status of women in health care^idecision- 
making in the Ijmt^d States and to suggest some 
strategies for ifrtproving their status. 

. Dr. Sokolowska made a very gctod point about de- 
cisionmaking being of twp types in the health field — 
professional and managerial. I strongly agree and the- 
distinction between the two should not be overlooked. 

Dr. Sokolowska also ml^ntioned several factors which 
in Poland m^y be keeping women out of management: 
the lack of any training or educational program in 
management; male fear of competition from wonten; 
and the so-called optical illusion of fa/nily responsibili- . 
ties as an impediment. She also pointed out that in 
Poland there are no clear career ladders for progres- 
sion from professional practice to managerial level of 
decisionmaking. She implies that, as' in England per- 
liaps, as specific training and definitive credentials for 
I field of management are developed, women will go 
ifter the training and credentials and move ahead into 
nanagement. Now, however, she feels managerial posi- 
:ions are not feasible for women in Poland because of 
itegular job hours, and the need to concentrate on 
vork and subordinate other aspects of life to it. Is this 
me here? Perhaps I am too optimistic for the U«S. but 
his conclusion is hard for me to accept. In this country, 
here are several educational routes for training both 
)hysicians and nonphysicians in administration or man- 
igement: public health administration programs in 
chools of public health, health care administration 
irograms at graduate and undergraduate levels in 
chools of government and business administration or 
>ther schools in universities, and medical care adminis- 
ration programs in a variety of schools and universi- 
ies. 

Dr. Sokolowska^ also noted that in Poland an in- 
reasingly higher percentage of directors of hospitals 
hd out-patient clinics are now women and that female 



administrators are younger than the male ones, a recent 
phenomenon. Also 40 percent of their decisionmakers 
at this level are women. Such is not the case in the 
U.S. 

I don't believe I agree with Dr. Sokolowska's com- 
ment that home management skills which women have 
are not applicable to the management of larger organi- 
zations. I would like to see some research on this 
subject. , . 

I was somewhat surprised to learn that family rela- 
tionships have not changed much in Poland in spite 
of the major socioeconomic changes. Again, I wonder 
if I am too optimistic for the U.S. Polish women still 
have the advantages of the extended family to a greater 
degree than I think we have here. Their new life styles 
in dual c^er families, however, seem very similar to- 
ours. 

It is disappointing thiat in Poland as in the U.S., top 
positions in the health field are not accesdUe to women. 
What does this portei^d for us .her^? 13B||r we . apply 
some preventive strategies now we may^gjmuQ in this . 
^ame fix! All physicians are very gooa^^fr6fessional 
decisionmaking, regarding the individual patient^ be- 
cause that is how they are trained and the sex of the 
physician makes no difference. Not all physicians ar^ 
good at general managerial decisionmaking or even like 
it or desire it Most physicians enter medicine in the 
first place to do the professional decisionmaking". How- 
ever, why should the managers be mostly male? How do 
the males get to be "^the managers? Should women be 
managers, too? And if so, how? That is what we are 
discussing in this session. 

Maximum changes have been made in Poland in the 
macrostnicture of society — that is, in laws, education, 
jobs, and so forth* ^e are only beginning to work on 
some of these here. In the U.S. we have been putting 
our efforts, through the feminist movement, for exam- 
ple, on changes in the microstructures of society — that 
is, changes in human and family relationships aod in 
traditional male and female role images. How do we 
combine the best of both kinds of approach and speed 
them up in order to improye the status of women in 
health? 
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Factors Inflaendng Status of Women 
In HealQi Care Decisionmaking 

' It is my observation that women's problems in 
achieving status as decisionmakers in health care are 
primarily due to factors in professional life on the one 
hand and personal life on the other. Secondarily, they 
face problems as a result of the influences of these Iwo 
factors. 

The primary -professional factors are well ^ known. . 

Among these is the reluctance to lose opportunities for 
patient coritact or /contoct with clinicians by going into 
administrative activuies. This is aggravated byv the 
psychological and sociological barriers that women face 
because they do not have access to the informal chan- 
nels of communication among their male peers, by the 
real hardships of being the token or solo womaf^^in a 
decisionmaking body, by the rdatiVe lack of credenllsff^ 
ing^by medical specialty bo^d certification compared 
to men, and others. 

Other professional factors , hampering wcwnen's 
achievement of decisionmaking status are periodic un- 
professional statements by detractors in both public 
and professional media to the effect that women are 
unfit to hold higK ofiice because their decisionmaking 
process is influenced by their menstrual cycle and de- 
structive statements by observers of group functioning 
or team ^functioning who feel that women haye a sub- 
culture of their own which causes them to be dependent, 
flirtatious and politely competitive, which in turn causes 
considerable delay and difficulty in decisionmaking in 
teams consisting largely of or led by women. 

And, not least of all, women are adversely affected 
by the simple lack of awareness among men in the 
medical establishment, voluntary agencies and policy- 
making boards and committees about the role of women 
in decisionmaking and how to improve it. 

Primary factors in the personal life of women which 
can be problems iif achieving status in decisionmaking 
include confused self-identity and fear of success. 
Women function wittiin and without the health care 
fields as patients, providers, and procurers of health 
services for their family. They must me^ the demands 
both of the g^fp/essional role and the personal role as 
homemal^r. IPfic expectancy that success in achievor 
ment related situations will be followed by negative 
consequences arouses fear of suc^ss in otherwise 
achievement motivated women which then inhibits their 
performance and levels of aspiration. 

.These professional and personal life factors and 
others create many problems for. women. They con- 
tribute to the systematic exclusion of women from 
..iiecisionmaking positions and their resultant powerle'ss- 
ness in the health sector. 

\ Women physicians often co-opted by the male medi- 
cal establishment consciously and unconkciously ha^e 
qtiopted the exclusionary attitudes of their male col- 
leagues and frequently are accused of becoming **one 
of the hoys". They may unwittingly neglect to use the 
power tliat their prestige would give them to increase 



the ^tia|S for all women in health care. Also, the* 
highly fljRul and successful kind of woman now reach- 
ing decisionmaking level is often held up as a standard 
which other aspiring women must meet — as supers 
women — in order to acquire decisionmaking status. 

Where women are subjected to cunicula and Jtext- 
books geared to **traditional" male and female roles, 
they are crippled in their creativity and stifled in their 
' intellectual development but more importantly they 
are at risk of falling into Ihe trap of elitism Whcrcby~ 
physicians are not at ease relating to women at lower 
ranks in the health fie^. 

Another result of all of these factors is the down- 
grading effect which may be produced by rapidly in- 
creasing the number of women in a particular field. A 
current example in the United States is the field of com- 
prehensive health planning which is seen by some edu-' 
catoirs and practitioners as a "good" field for women as 
opposed to the field of health administration. My 
observation is that salaries and rank will be lower, if 
they are not already, in the planning field than in 
administration. 

Some Strategies to Improve the Status 
of Women in Health Care Decislonmaldng 

In light of what we know about these and other 
problematical factors, what Strategies can' be identified 
to Improve the status of womleni: in health care decision- , 
making positions? I have identified some ten strategies: 
0 extra market role evaluation; political and public in- 
volvement; career options and career advancement; 
acquisition of management skills; assertiveness training; 
career path reassessment and^ lifelong learning; new 
career patterns and institutional changes; networks for 
various purposes; affirmative aption apd legal routes; 
realignment of responsibilities in the home: I will 
^scuss most of these briefly; some are self-explanatory* 

Extra Market Role Evaluation 

Women as health advocates for their family have 
great experiences in utilizing the health care system. 
Also women are active in uncompensated work in 
voluntary health agencies, in the provision of child care 
in thei^ home as well as care for aged dependents or 
sick family members, and are also responsible for the 
feeding and nutrition of their family. These services are 
related to but are putside df tlfe health system, the so- 
called extra mjark^ services.^Tlius women, because of 
their currently unique role, serve as the interface be- 
tween these nonpaid but health related responsibilities 
and the health syst^ih. These contributions to society by 
women today need economic analysis. Certainly women 
(and men) should recognize thfe value of these experi- 
ences as planning, coordinating, atid decisionmaking 
activities. ^ 

Political and Public Involvement 

y Women need ^eater involvement in the political 
process and pubSe life, as you have seen and heard 
throughout this conference. The proportion of wcxnen 
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^holding policymaking positions in the legislative, ju- 
dicial, or executive branch of goveriimeht is growing 
but remains pitifully small in most nations including 

' the United States* Moreover, wheire women have gov- 
ernment posts they often are entrusted primarily with 
responsibility for woifien's kinds of programs, such as 
maternal and child health activities. Women health 
workers including physicians must be involved in 
public and political processes enabling them to speak 

"for Ifi^ters related tjj Qieir pi^^^ better" 
^Sf^ccs and research regarding the health of women, 
social services for the aged, improved services for 
prisoners, research in male and female contraception, 
the mental health of women and others. It is an un- 
fortunate and even offensive oversight that not a single 
woman is included on a recently appointed conmiittee 
m the executive branch of Government for the pur- 
pose of advisiftj^ .the President on expenditure of ' scarce 
funds for biomedical research. 

Career Optio^ and Career Advancement 

At the 1974 Action Planning Workshop sponsored 
by the Center for Women in Medicine, participated in 
by many of the men and women here today, a series 
of recommendations for research and for program de- 
velopment were made regarding increasing career op- 
tions and promoting career advancement to acquire 
power for women. Research was recommended to 
determine who controls professional groups (for ex- 
ample, surgery compared with pediatrics), to determine 
the representation of women' on decisionmaking com- 
mittes and in professional organizations, to identify 
officers in various professional organizations, to identify 
how panels and programs for professional meetings 
are organized, to identify who hires, and to evaluate 
affirmative action plans for each medical school. Once 
these and other data are available presumably appro- 
priate action can be taken to increase career options 
and advancement. 

Acqutring Management Skills 

Women physicians still are less apt than men to enter 
entrepreneurial activity such as private solo practice. 
Therefore, they need management and decisionmaking 
skills in order to take leadership roles wherever they 
find themselves practicing — whether they are in medical 
teaching, group practfces or organized centers, or are 
salaried in government, hospitals or other institutions 
or community agencies, or are doing research. It should 
not matter whether they are' working full-time or less 
than full-time or in some flexibly scheduled arrange- 
ment. The 1974 workshop, referred to earlier, recom- 
mended the establishment of effectiveness workshops 
to train women physicians and other health workers in 
management skills covering topics such as how to be 
invited to join professional meetings and decision- 
making committees, how to influence ^havior at pro- 
fessional meetings, how to become a leader and in- 
fluence behavior in group setting, how to influence 
policymaking committees, and what are the rules and 



routes to obtaining funding. This effectiveness or **how 
to" training can be carried out on the job through 
relationships between, educational institutions and 
operating agencies or organizations. Certainly universi- 
ties can be encouraged to respond actively to these * 
imperatives for training for social change. Such training 
programs in self-development for women in manage- 
ment might include discussions about developing self- 
awareness as women, improving^ interaction with others 
ii; orgMizatibM^^^^ 

grating professional aqd home life, and translating 
awareness into action. 

Assertiveness Training 

When women have acquired thesis management skills 
they must then put them to use. .Women, including 
highly educated professional won[ien,.^ benefit from 
assertiveness training. Women themselves and the men 
who are sensitive to their .problems must assertively 
pressure' for the inclusion of women In policymaking 
on voluntary and professional boards, committees, and 
task forces, on panels in the Department <4 Health, 
Education, and Welfare, on health planning bodies, and 
on governing boards of health care institutions. They 
must pressure for employment of women in policy and 
decisionmaking positions at all levels. Collectively 
women and men in all health occupations must achieve 
power over their own conditions of work and practice,^ 
the content of their discipline's knowledge base and' 
credentialing in their field: 

As women move into these decisionmaking positions! 
we must be assured that there is always more than one 
woman so placed. If a solo woman is involved she is 
subjected to becoming a deviant member of the group, 
isolated, or low in status. If one finds oneself the solo 
woman in a decisionmaking group there are *strategies 
for increasing effectiveness and avoiding depression. 
Such a woman must become independent, assertive, and 
competent in group functioning. Group leaders, 
course, also need some training in allowing for and 
maximizing the effectiveness of Women in the group. 
Men have more opportunity to learn how to function in 
a group early in life. One way to give such opportunities 
to women is to begin to include them as students on 
decisionmaking committees. 

Career Path Reassessment and Lifelong Learning 

Other strategies which are becoming important in 
improving the status of women in decisionmaking posi- 
tions are periodic career path reassessment on the^part 
of women and new institutional arrangements on the 
part of the health care system. Less than full-time 
a^ctivity or even discontinuity will continue to be a fact 
of life for women in the health field. For both men and 
women who are wdrlang full-time 'and continuously, as 
well as for th ose woiy ing less than full-time, continuing 
education, re|^ediication, and periodic opportunities to 
learn new ms^erial in their field is essentiak Early in 
their professional life women especially should become 
familiar with what these opportunities 'will, mean to 



thein and such opportunities should be closely co- 
ordinated with their periodic career self-assessment. 
Retraiilig and re-entry opportunities as well are 
^ mandatory for women (and men) who have been in- 
active or -who have worked in highly specialized areas 
of research S)t teaching aVid witfi to return to clinical 
activity. In order to maintain their career commitment 
women ^eed both the same opportunities as men and 
also special opportunities to keep up with the explosion 
of knowledge and to fulfill their life in these times of 
increasing longevity. Because of the trend toward more 
complex educational and occupational patterns for both 
men and women, the innovative programs developed 
to meet women's needs are being sought by men as 
well. Without such programs women cannot;>-be or feel 
maximally competent to function in decisionmaking 
148 capacities. * 

New Career Patterns and Institutional Changes 

New career patterns and institutional rearrangements 
^are by no means limited to women but will offer women 
an advantage in improving their s{atus in decision- 
making in the health field. Such things#as reduced 
schedule graduate training,^ flexible schedule or shared- 
time jobs, commuting life style, partnership or peer 
working arrangements with spouse, group practices, and 
team teaching or team servioe provisions, vdll all help 
women overcome the barriers to full involvement in the 
mainstream jof hf^Ith care including decisionmaking 
and prevent their being only on Ibe fringes. Also in this 
' regard, many of us here are calling for the introduction 
. of institutional democracy in the health sector as a 
political strategy for change, >yith control of the institu- 
tions b^^those who work in them (the majority of whom 
are women) and those who are served by them; that 
is, more equitable socioeconomic class representation in 
the health sector as well as the representation of women 
and other disadvantaged groups. 

Networks for Various Purposes 

Women must learn to :support one another and en- 
courage one another to take leadership roles. There is 
a need for a systematic nationgil communication net- 
work for 'women in health care. Research is needed to 
identify women health wb^fite* who are available to 
communicate about w^en^^^health care. Through 
such tools as a newsletter and a speaker-s bureau, a 
network of concerned women in leadership positions 
could be responsible for a women's focus at each 'na- 
tional conference of a health or professional association 
and for periodic meetings of persons with particular 
interests in women in health careers, health care de- 
livery, and health care decisionmaking. 

Likewise there needs to be developed extensive 
national networking through talent banks, job banks 
and placement services to identify and match up quali- 
fied and willing women with opportunities for service in 
decisionmaking groups and positions. To help in the 
attainment of an adequate self-image for 'women in 
health fields, there is a need for supportive groups and 
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individual relationships to provide role models and to 
share, compare, and examine feelings, experiences, and 
behavior. Women in th^health professions should share 
in the expression and solution of problems conmion 
to all. Women need continuity of peers among other 
women, for once they get through their professional 
education they frequently lose tpnch with women col- 
leagues they had in high school or college and find, 
themselves relatively alone on the fringes of a*man*s 
world. We need to develop a "biddy" system in contra- 
distinction to the buddy system that men traditionally 
Use to recruit and place their peers. 

Such networks can serve a variety of other purposes 
such as mental support for coping with problems, 
^ career counseling, as a consortium approach to con- 
tinuing education and training in management skills, 
for increasing awareness of sex roles in health occupa- 
tions and the relation to socioeconomic status, for rais- 
ing awareness with regard to health needs specific to 
women, and for identifying and placing women in 
decisionmaking cap^acities. Thiese networks of women 
do not necessarily need to exclude qien at all time^ 
^ and further they should ^ representative of studentmi 
faculty, and st£^, at all ranks of work in the health 
care system. ■ ^ 

Affirmative Action and Legal Routes 

Another strategy to im^rpye the status of women in 
decisionmaking positio^ uiwi&es afSrmative action and 
other legal routes, with which you are all familiar and 
' don't need to he^ about any further from me. 

Realignment of Responsibilities in tile Home 

• ; And finally the most important strategy of all i;nust 
take^into consideration the conditions for women in the 
'^ome place as .well as in the work place. This means 
changes in the microstructure of society. In the long 
run changes in the socialization and life of women ^d 
men at home will be the ultimate and permanent solu- 
tion to the question of the status of women in decision- 
. making positions. Programs to improve home condi- 
tions must include day care centers, schooLsystems and 
other institutions to care for and educate their children, 
plus the development of a variety of services which 
make it easier to run a household, also recreational 
facilities for ^families, and comprehensive and pre- 
ventive health services for women. Dr. Sokolowskp 
pointed out in one of her publications that , family 
responsibilities are three torn: Firstly, >^e biologicaLl 
fact of maternity, which /is not transfbcable from 
women; secondly, the social aspects of ^atjj^Hty, such 
as the education and" care of children,' which are cer- 
tainly transferable and sharable between women and 
men; thirdly, housework and the maintenance of the 
home place, which also are certainly transferable and 
sharable between women and men. Women must begin 
to recognize that they can share the social aspects of 
maternity and housework responsibilities and they 
should begin to^^nsfer these in equitable fashion, not 
only to their sjimi^ but also to all other members of 



the famQy. As new patterns are evolving for the indi- 
vidual development of women, the changing role of the 
children and the spouse must be fostered. Duties and 
responsibilities within the family have to be shared not 
merely among the adults but amohg the children also. 
For women, social change, control over thSir own^.. 
fertili^, and the gradual passing of the authoritarian, 
male-headed family structure mean a wider range of 
choices and greater status in decisionmaking not only 

.at home but in the health care' field or wherever they 
are employed. As women find themselves playing the 
role of wife, mother and worker, they desire and need 
more assistance with housewdfk and child rearing which 

" can be shared. Moreover, the emerging picture of the 
woman at home is that she is determined to participate 
in decisionmaking in matters of concern both within 
and outside the home. These changes demand a funda- 
mental change in the relationships and behavior of all 
family members. My spouse and children now say such 
things as, "Let's cook dinner for us" instead of saying; 
"Let's cook diimer for Mom tonight". 

Even though various scattered data show conclusive- 
ly that things vare still not so good for women politically, 
socioeconomicaHy, educationally, in the labor force, 
and in personal life, recent years h6ye witnessed major 
developments which are tiny steps in thie right direction. 
These are, firstly, the militallt Wye resolve of 
increasing numbers of women (and ften) that they will 
no longer be shut out from the political, economic and 
social life of their times and, secondly, the growing 
awareness of governments that a healthy modem society 

. cannot continue to waste human resources by discrimi- 
ifation on the grounds of sex (or economic or social 
class, or ethnic or minority status, either). 

Our world is certainly less of a man's world today, 
but it is still not yet a people's world. Even in many 
nations where legislation requiring equal rights and re- 
sponsibilities for women has been around for many 
years, the process has been slow. Lest we become dis- 
couraged too soon, we should not overlook the under- 
lying importance of the time factor in the emergenfce 
of changes for the better in the status, of women in 
health care decisionmaking positions, time, as their 
numbers, skilfs, assertiveness, and socioeconomic 
power increase at all levels, women will achieve equal 
status in decisionmaking in the health care field. , 
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I have spent six and one-half years actively involved 
in the "Women's Movement", particularly the women's 
health movement. I have seen a number of changes 

I which have been important to women— changes that 
have improved the material and psychological well- 
being of Isirge numbers of women. Examples are the 
legalized right to abortion in the United States and 

' improvenjf^nts in availability of safe abortion pro- 
cedures:^Another change, well represented at this con- 
ference, is the advancement of individual women to 
prominent positions in government, university ^and hos- 
pital hierarchies. Perhaps the most significant change 
has been the generalized recognition of the problem 
itself so that, for example, universities have special 

' admission procedures for women and governments 
sponsor conferences such as this one. 

Underlying, these needed changes that our genera- 
tion has seen and in fact created is a problem more 
basic than the question of the staUis of women in the 
health sector or any other sector. This is the problem 
of class. 

Dr. Vincente Navarro has documented the problem 
of class as it affects women in his article, "Women in 
Health Care" which appeared in the New England 
Journal 9/ Medicine this past February, tie stated that 
"the occupational, class and sex structure of the United 
States health labor force, is similar to the competitive 
sector of the economy^ (i.e., it is predominantly female, 
poorly paid and poorly unionized); Upper-middle class 
men compose the great majority 'of medical profes- 
sionals, whereas lower-middle and working class women 
form the greatest proportion of all middle level, clerical 
and service workers. The (^vision of labor is due to the 
role of women both in the family and as a reserve of 
labor for the economy. There is a virtual absence of the 
majority of producers— the lower — middle and work- 
ing class women — in the decisionmaking bodies of the 
health institutions". While it is true that some individual 
women have risen to positions of prominence, their 
decisionmaking nonetheless represents the interests of 
the upper and upper-middle classes from which they 
come. . # 

It is my contention that the problem is not whether 
a man or a woman writes a piece of legislation, or 



whether a man instead of a woman performs an 151 
aborti9n, or whether a woman instead of a man owns 
a large manufacturing company. The problem is not 
whether men 6t' wonlen hold such positions of power 
but in whose interests such concerns are run, in whose 
interests the decisions are made. And it must be asked, 
who benefits from it, who pays for it, who profits from 
it? There is no certainty whatsoever that dedisions will 
be made in the interests of the majority just because 
women are making decisions. 

The Class Problem in the Health Sector 

Theoretically the class problem has three parts: first, 
a relatively small number of people (some of whom are 
women) control important decisionmaking that affects 
large numbers of people; second, decisions arc based 
on self o? class interests, not on the interests <rf the 
majority of people; and third, while their predcminant 
upper class interests are the m^Mntenance of power and 
of the profitability of thd businesses, these are not the 
predominant class interests of the majority of people. 

I think in our society it is no secret that the profit 
motive underlies most decisionmaking: It at least 
dominates overall planning in the private sector. 

In the national sector public decisionmaking is domi- 
nant by concern with maintaining state and interna- 
tional power aftd prestige. Other factors, such as strong 
labor union movements and new scientific advances 
affect the technical aspects^ of plans. When profit and 
power underlie decisions it makes little difference 
whether they are made by men or women. Despite the 
fact that women can be found in certain decisionmaking 
positions throughout the economy today, their presence 
has not appreciably affected such deplorable con- 
ditions as drugs marketed before adequate research has 
been done, understafling that exists in most of our 
hospitals, or the absence of childcare- facilities in major 
public and private hospitals. Yet, it is iprecisely these . 
kinds of conditions that must be changed before we can 
say that there has been a real improvement in the 
status of all women. 

This is not to say that men and women decision- 
makers are not aware of these problems. They are, but, « ^ 

in the end, the cost of their decisions in terms of money 
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will be the overriding factor and not the cost in terms 
of human welfare. Unfortunately, this has been proved 
to me again and again and I would like to give some 
concrete examples. 

One year ago at this time I was walking a p^et line 
in San Francisco. I was one of 4,400 register^fjpurses 
who had gone on strike against 40 health care agencies 
in the greater Bay Area. The strike was a drastic step 
for a group of health professionals with direct patient 
care responsibilities. 

The main issues of the strike were understaffing and 
the use of untrained personnel in specialty units. The 
registered nurses felt that conditions in hospitals coor 
stituted a real danger to patients and themselves. For us 
as workers such conditions meant exhaustion, guilt, 
^^--^Boor performance and laik of jgb satisfaction. We 
52 asKfed for a voice in decisions that determined staffing 
on an\overall as well as a day to day basis. We felt 
that our voice was necessary injhese decisions because 
we were familiar with the acmal conditions on the 
floors and in the clinics. The administrators who 
actually made the decisions tended to be far removed 
from the everyday problems and dangers of both the 
nurses and the patients. We also asked that only regis- 
tered nurses with appropriate training be sent to 
specialty units such as renal dialysis, cardiac care, in- 
tensive care nurseries, burn units and emergency rooms. 
In most of the hospitals this was not the case. We asked 
the hospitals to provide inservice education to ensure 
that a pool of adequately trained nurses was available 
to function in those units when the need arose. 

This was a strike that affected large numbers of 
people, many of whom were women. This was also a 
strike that involved a lot of money, in actual and po- 
tential "losses" to the hospital as well as missed wages. 
Many people involved in the decisionmaking that set- 
tled the strike were women. This female preponderance 
did not automatically mean that decisions were made to 
benefit the people who worked in and used the involved 
institutions. At the hospital where I work, for example, 
the directoi^of nursing who is also the assistant adminis- 
trator of tfie hospital is a woman; the director of public 
relations is a woman; the acting director of personnel 
is a woman, one of the most active attorneys repre- 
senting the hospital is a woman. The supervisors who 
on a day to day basis made and enforced the decisions 
to send unqualified personnel to the specialty units were 
all women. Most of the striking nurses were women 
and many patients were women. * 

The dangerous situations that had occurred as a 
result of understaffing had been diligently documented 
by the nurses. Many concrete examples had been set 
down on p^per for examination. The hospitals claimed 
that the nurses were lying. One hospital first denied the . 
charge of improper staffing in intensive care units but 
when the evidence was in it was later reluctantly forced 
to admit to such staffing in the case of "emergencies". 
(A nurse from the intensive care unit of this hospital 
felt so strongly about this matter that .she made the 
following statement to the press; "If Mt. Zion does 
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indeed assign untrained nurses to specialty care units* 
only in emergency situations then these areas are in a 
constant state of emergency.") 

'The hospital managements ^stated that decisions 
about staffing were theirs and theirs alone. They claimed 
that costs of certain changes were prohibitive. They said 
too much money had already been lost during the strike 
and they did not intend to lose more. 

•So it seemed that our demands for safe patient care 
and job satisfaction were- very expensive. An adequately 
staffed hospital would not be a profitmaking hospital. 
The women as well as the men in decisionmaking posi- 
tions in the hospitals turned out to be first and foremost 
defenders of the financial status of the hospitals and not 
the defenders of the needs of patients and nurses. It 
was a sad lesson to learn. 

To move to a more current example, this conference 
manifests the same kind of class problem. This is an 
international conference on wotnen in health, but who 
here truly represents the day to day interests of the 
large numbers of women from the lower middle and 
working classes? Who here works every day in a 
hospital dietary or laundry department? Who here has 
worked for ten or fifteen years as a nurse's aide or 
licensed vocational nurse on the same floor in the same 
hospital as so many women have? Who here uses. Medi- 
caid or Medicare to pay her medical bills? Who among 
us relies on a slim Social Security benefit to pay the 
rent and buy the food? 

The fact is that the majority of workers in and users 
of the health' care system fall into categories such as 
these — non-professionals who makdSw salaries and 
have little decisionmaking power in their jobs. It is the 
condition that this, majority faces that most demands 
remedy. The women who most need a voice aifd repre- 
sentation are not here today. We cannot represent them 
from the prestigious positions that we hold. 

I must conclude that the promotion of individual 
women to positions of prominence does not constitute 
a significant cliange in the status of women. The ad- 
vances of upper or upper-middle class women still 
leaves us with the same class structure underlying the 
condition of women. •The class structure is still more 
powerful than the sexual factors and it still leaves the 
interests of a majority of women unMtt'esented in the 
mo«t powerful places of decisionmakii^. 

Action that will alter the course of the class nature 
of decisionmaking must begin now. Therefore, in con- 
cert with some other conference participants, I would 
like to put forward a list of minimal changes required 
to make a dent in the problem. 

*Health care must be delivered in a system where 
patient and W9rker needs, not company profits 
are unquestionin^ly accepted as the priority. 

*AI1 health care institutions must be controlled 
by the workers in those institutions and the peo- 
ple who use them. 

♦Day care must be provided at all places of em- 
ployment and housework must be paid for. 
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*An aggressive nat|onal.*prograin ^ust be insti 
tute<fl(ta r^criiSt dkid texf\rij^ops>ri of color into 
.\ health -Seiwce* sfoAoolsCOjJportunities'fbr educa- 
• tion ancr^areer advancement mipt be; easil^^ . 
.. able forl^l nfld(}le\and "wbrkjn/^ * 
'see^kJtheIri>'^^-'^•^^^^ \ • '^T/v * * V ■ 
♦On tlip job 4imi^*t be allowed •foFworlcers and 
patterns^ to difcuss problqins and cresite solutions^. « 
This -wd'uld Require adeqiiatefstaffinWn , all insti-;/ ^ 

• :.tutiohs.p-,--. ;. ^ • 

Franidy, P do not exp&t that s|ich qgnjaWons will be ^ 
legislated into^ reality, for it' would Hiea^legislating^tha.^, 



urrent econohjiis^ysteirf into oblivion. I; expect ^he \ 
groundwork fot theSe.'ch laid by,grasCTopts - 

prgariizing amoiigworking clas? ^ople. Lea^er^Mp Kkj 
these struggles willcorfie from working;rIass 

In conclusion, r^jg^d call on £5ch 6f us here 'Joday 
to examifle vcrjfc^tflrefuW^^^ " 
vidu^SvCeprpsent. We^iw ' 
ate ourselves witly^ tlh^in^^ of^ thej iilajprity-^ 'v^^^^ 
workiM^eople a'Ad dot pialtients^^d nt)t wjjh class , 
thtertMscrf health, ow^ businesses". 1rijeni"|^.e^iir have*. 
- - the*" real ^jtiaggl^i that w^U lead v@ Jlj^Jp^aWe- « . • 

7 ■ 




it;bf^woni8 



4: 




<1 

' 7 



153 



170 



ERIC 



Analysis of the Role of Women in 

Health Care Decisionmaking ; 

A Look ai the Philippines 

Aurora P, Asanza, M,D, ^ . 

Assistant Professor of Pediatrics ; • > 

College of Medicine ^_ 
University of the East 
^Quezon City, Philippines 



There are no significant factors that distinguish the 
role of wqmen from that of men in making health care 
decisions in the Philippines. That is as it should be. 
Inclusion and participation in health care delivery, par- 
ticularly in making key decisions, are based solely on 
standards of professionalism. This means that, regard- 
less of sex, positions in health care delivery in the 
Philippines are earned by one's degree of competence 
in a chosen field. 

Societal realities in the Philippines demonstrate the 
validity of these statements. The Philippines is a coun- 
try of 7,100 islands forming a homogeneous archipel- 
ago. It is a nation of 40-odd million people. It has beien 
termed, in socioeconomics parlance, a developing na- 
tion. The implications of being a developing naition are 
manifold but the dominant inference is that the Fjlipino . 
people are trying to harness all the. resources .at th^r - 
disposal to enhance the quality of their life. Such an 
undertaking is a veritable struggle. This becomes clear 
when you consider that whatever, gains made in the 
direction of development are just as soon negated by 
the continually increasing demand of an, as of now, 
uncurbed population gcowth on the country's limited 
resources. * ' 

^To succeed in this national task is not even an option. 
It is an imperative. For failure is tantamount to na^' 
tional destruction. The margin of success and failure 
ultimately depends on how effectively the nation is 
able to harness her human resources. It depends on the 
extent of the active participation, quantitatf^Iy and 
qualitatively, of her people. Because of this, it is ob- 
viOUs that, as far as quantity is concerned, women 
canwot afford to take a back seat in the drive for de- 
velopment. Rather, they must be in the vanguard. To 
do less would be like tackling a job with one hand tied 
Ijehind the back and, considering the high stakes, such 
a strategy would be suicidal. 

Happily, Philippine culture readily lends itself to a 
full participation of women in the developmental 
)rocess. back during the area of "barangay" 

Philippines, women had already enjoyed an equal status 
vith if not superior to men. Ancient codes which have 
»een preserved reveal, for example, that ownership of 
and, a cherished prerogative in an agricultural milieu, 
vas equally the right of men and women. Teodoro A. 
Vgdncillo, noted historian, writes: 

"Women before the coming of the Spaniards en- 



joyed a unique position in society that their 
descendants during the Spanish occupation did not 
enjoy. Customary laws gave them the ri^t to be 
the equal of men, for they could own and inherit 
property, engage in trade and industry, and suc- 
ceed to the chieftainship of a "barangay" in the 
absence of a male . heir. Then, too, they had the 
exclusive right to give names to their children. 
As a sign of deep respect, the men, when accom- 
panying women, walked behind them." 
Three hundred years of Spanish rule, however, can- 
^: not but make a difference. Nevertheless, even during 
^ this era, women did not become completely subordi- 
nated to men. The Filipinos' struggle for independ- 
ence attests to this. Its history is replete with women 
^ who played leading roles (even led military uprisings) 
^<^/iagainst foreign domination. Even today, the Philippines 
is still largely a maternalistic society. In the rural areas 
which constitute a major portion of the country, it is 
still customary for males to give the parents a settle- 
ment in terms of property and/or service to the parents^ 
of a girl whom he intends to marry. It is also the ^uty 
of the man to shoulder all the expenses incidental to 
^ the wedding, including a lavish feast. 

Thus, the active role of women in national develop- 
ment and, by deduction in health care delivery is en- 
sured. For today, the Philippines is turning more and 
more to the rich heritage of its past in search of cues 
to meet the challenge of the future. 

Indeed, health care delivery is a vital component in 
this struggle for national development. Obviously, a 
weak, unhealthj' people cannot be expected to deliver 
and to participate in the same level of quality as a 
strong and healthy people. Such a realization has 
dawned on the nation's policymakers. It is not sur- 
prising then that health care delivery has been identi- 
fied as one of the major strategies for development. 

It is propitious then that there is wide involvement 
of women in health care delivery. This can be traced 
to two , related factors. The primary factor is the 
premiur% placed on education by Filipinos. The most 
chiprisheci dream of Filipino parents is to be able to send 
their children to school and have them become pro- 
fessionals. It is not strange that some families live 
frugally and even sell land and belongings in order to 
support a son or a daughter through the university. 
But why the preponderance of women in the health 
field? This is due to the second and related factor. 
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Some sort of sex role stereotyping ha^Kctated that the 
acceptable fields of higher study for ^bien be either 
in the teaching profession or in the medical and related 
professions. Thus, many women who pursue higher 
studies eventually wind up as doctorsrtiurses, medical 
technicians, pharmacists, nutritionists, etc. 

Note that education is a fufrction of competence and, 
by extension, of appointment and advancement to key 
decisionmaking positions in the health care hierarchy. 
The entry of women is limited especially in the line of 
specialization. Opportunities at specialization are, how- 
ever, equally open to men and women. 

In the Philippines the Department of Health (DOH) 
is charged with the function of health care delivery. 
The Department is headed by a Secretary with a cabinet 
portfolio. It is administratively divided into bureaus 
156 which are further subdivided into divisions and in turn 
into sections. The OflBce of the Secretary is ip charge of 
formulating national policies and seeing to it that the 
bureaus which function autonomously pattern their 
programs in line with the policies. The bureaus are 
headed by directors who interpret national policies 
into concrete programs of action for their specific areas 
of coverage. The directors supervise the divisions under 
them. 

A division is headed l3>y a chief who oversees the 
work of the sections detailed to the division. Decisions 
at this level involve the formulation of strategies in line 
with the concrete programs of action drawn up by the 
Bureau Director. The successful implementation and 
evaluation of these strategies, also fall under the re- 
sponsibility of the division chief.' / . 

Advancement in this health care hierarchy up to the 
level of division chief is done via standard civil service 
procedures which depend on tenure, experience, and 
prescribed qualifications. At the levels of Secretary 
and Bureau Director, appointments come from the 
Office of the President of the Republic. This implies 
that getting the post of Director or Secretary becomes 
dependent on how a prospective appointee has come 
to national prominence and/or on the degree of his 
acquaintance with people who can influence the out- 
come of appointments. 

An analysis of this health care hierarchy reveals that 
up to the level of division chief, women occupy de- 
cisionmaking positions. The posts of Secreta^ and 
Bureau Directors, however, still remain an ej^qjusive 
male province. * / 

There are special health care progr^ 
as projects, that are headed. by projecf^m'ec: 
equal level^ with bureau directors in "the health caf 
hierarchy. The decisionmaking process »and the atten-^ 
dant responsibilities at this level are also comparable 
^o the bureau leyel. Here women have come into their 
own. At present, there are two females Project Directors 
Jieading the Family Planning Program and' Nutrition 
Program. 

Focus /6n a particular female division chief will per- 
* haps setfve t6 illustrate the foregoing discussion. Dr. 
Amancia Angara is the head of the Maternal and Child 



Table 1: PMippine Physicians Registered With the 
Board of N|edicai Examiners, bjr Year of Registration 
and Sex: Selected Years, 1930-69 



Percent 
female 

2.5 

4.8 
16.8 
26.4* 
29.4 
27.5 
32.6 ' 
40.1 
43.5 



Table-2: Cumulative Number of Registered Philippine 
Physicians: 1930-1970 n 



; Years of 


Both 




Female 


registration 


sexes 


Male 


Before 1930 


2,555 . 


2,490 


65 


1930-34 


1,093 


1,041 


52 


' 1935-39 


1,599 


1,330 


269 


1940-44 


1,433 


1,055 


378 


1945-49 


1,060 


748 


312 


1950-54- 


1,«31 


1,327 


504 


1955-56 


3,811 


3,917 ' 


1,884 


1960-64 


6,888 


4,124 


2,764 


f965-69 


7,150 


4,039 


3,111 



Year 



Male 



Female 



1930 
1935 
1940 
1945 
1950 
1955 
1960 
1965 
1970 



2,490 
3,531 
4,861 
5,916 
6,664 
7,991 
11,908 
16,032 
20,071 



65 
117 
386 
764 
1,076 
1,580 
3,474. 
.6,238 
9,349 ' 



Table 3: Philippine Physicians, by Principal Employee 



Principal Employer 



Total 

Self-Solo Practice 

Self -Group Practice 

Medical School 

Department of Health 

Department of Education 

Department of National Defense 

Armed Forces of the Philippines 

Other Government offices 

Private Hospitals 

Private School (Non-Medical) 

Private 'Industries^ 

Voluntary Medicar Organization 

Other Organizations 

Completely inactive 



Number 


Percent 


7,519 


100.0 


2,860 


38.0 


176 


2.3 


252 


3.4 


2,462 


32.7 


58 


0.8 


35, 


0.5 


71 


0.9 


221 


2.9 


270 


11.7 


44 


0.6 


149 


2.0 


23, 


0.3 


77 


1.0 


215 


2.9 



37.8 



Health Division. Her ticket to this post is a Ph.D. 
in Maternal and Child Care from Harvard University. 
Dr. Angara feels that the post should logically be filled 
by a female. She ^dds, however, that her appointment 
was made not because she is a woman but because 
she wasibe^aost-4^>alified for the post. *'If there were a 
-tiK^tf^iore qualified, I'm sure he would havd gotten the 



post instead of me." 

It would be well to reiterate that there are no signif- 
icant factory which distinguish the role of women Itfytfi 
Jthat of men in making health care decisions in the 
opines. However, women can claim (and with 
justifiaBte-pride) that, on a professional basis, they are 
on equal, if hot superior, footing with men. 

Although this is true, not many women take ad- 
vantage of this opportunity. Reasons for this are: one, 
culture, in the sense that they still feel that their place is 
the home; and proliferation of domestic help in the , 
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Figure 1: Cumulative Number of Registered Physicians 



Number of Physicians 
20,000 r 




m 



Philippines 30 that women are free from household 
chores to engage in jobs outside the house. 

I would like to address myself at this point to some 
of the diseussibns earlier in the conference. One was 
that physicians are more concerned about disease than 
people, and secondly, that they do not give* due recog- 
nition to the roles of other paramedical help. 

In the Philippines, the nurses and the paramedical 
help are also suffering from medical chauvinism. There 
are no easy answers to this problem; however, I would 
like to share with you what we are trying to do in my 
university. We feel that since all of us working in the 
health care system have one objective, that of caring 
for humanity, perhaps in our traming we should be ex- 
posed to each other more. Thus, the newly established 
National Teacher Training Center of the Philippines "is 
trying to develop programs in the training of teachers 157 
in the health care system to be exposed to each other 
early, so that the barriers to each specialization will be 
broken down, and so that in the medical school and 
in fhe medical center, the teaching of health care de- 
livery would be truly a team approach. 

In the past, like &iost of us here, the Philippine doc- 
tors have been concerned mostly with the teaching of 
knowledge only to their fellow physicians. They have 
forgotten to teach attitudes, and ^ realize that there 
are a lot of attitudes among physicians that we have 
to change if we are to improve the health care de- 
livery system everywhere. 
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The status of FlSpino women as decisionmakers 
in the health care field, as Dr. Asanza has outlined for 
tis, can only make us wish women had reached a similar 
level of equality in the United States. 

Although you have heard much earlier in this con- 
ference about the. status of women in U.S. health care, 
it n^ight be useful to review a few of the U.S. statistics 
that can be compared with those of the Philippines that 
she has given us. 

For extople, she has shown us that between 1965 
and 1969, 43.5 percent of the new physicians regis- 
tered in the Philippines were women. By contrast, 7.5 
percent of the* U.S. medical graduates in 1968-69 were 
women, and that proportion rose only to 11 percent 
even in 1974. In 1971, only 10 percent of the clinical 
specialists in our U.S. medical school faculties were 
women, and*the proportion of woi^^n in medical prac- 
tice ranged from about 20 percent vih pediatrics down 
to 2 percent in surgical specialties, averaging about 7 
percent overall. Women M-D.'s in the United States are 
conspicuously absent in the highest paid and, therefore, 
the dominating, s^cialties. 

Further, a 1970 survey noted that approximately 
one-third of the pfaicticing U.S. women physicians in 
that year were foreign trained, compared to less th9h 
one-sixth of the men practicing in this country. 
, We do see some improvement ahead in these propor- 
tions. The entering medical class in 1973-74 was 19.7 
percent women. In 1974-75 it was 22.2 percent. Total 
enrollment last year was 1 8 percent women in medical 
schools. So the proportions are increasing. 

Why is it so important that the proportion of women 
M.D.'s increase if women are to have an equal oppor- 
tunity to share in health care decisionmaking? Our staff 
of registered nurses is, after all, 95 percent women, as . 
it probably is also in the Philippines. By sheer weight of 
numbers, women thus provide more than half the actual 
health care given to all patients. The answer in the 
United States is a very simple one. Nurses are not 
allowed to make even simple policy decisions about 
patient health care in any case where a doctor is in- 
volved. 

What factors in the Philippines have brought about 
this much higher participation of women at the decision- 



making level; that is, as M.D.'s? And does this greater 159 
participation mean in that country what it might mead 
in this country, and if it were true, would decision- 
making might then be expected to be shared in approxi- 
mately the proportion that women qualified as M.D.'s? ^ ; 

As Dr. Asanza has shown us, the higher participa- ; ^ 
tion of women is partly due to her nation's need to v 
utilize all its human resources in enhancing the quality 
of life; and partly because health care is a "traditional" 
woman's field. ^ 

But here, the difference may lie in the use that is 
made qf trained women. We, too, have assigned the 
role of nurse principally to women, but U.S. nurses can 
hardly be said to make major health care decisions. 

In checking a list of "expert witnesses" who have 
appeared at of the Congressional hearings on 

* health care legislation over the past three years, I 
found the list to%e curiously devoid of nurses. Indeed, 
there were only two women physicians that I found in 
going through about seventeen sets of hearings. Arid, 
of course, the legislative health care decisions made in 
the United States are made by men. Only 3.3 percent 

*\ of our Federal legislators are women, and there are 
none in the Senate. # 

E>r, Asanza suggests^ that the long heritage of Fili- 
pino women prior to the coming of the Spaniards may 
also have <been influential in the participation of women 
in decisionmaking positions. While this may be true, 
it seems more likely that the 300 years of past Spanish 
influence led by the male-dominated Catholic church 
and the military probably would be a stronger in- 
fluence. 

We may also be misinterpreting the meaning of the 
statistics from the Philippines to indicate more par- 
ticipation in decisionmaking than may really exist. 
She has shown us certainly that women are widely 
involved in the delivery of health care in the Philip- 
pines. She hasn't told us as much about the 'amount of 
decisionmaking that takes place, below the top two 
levels in the Department of Health, which are posts 
held by men. She has not fold us what, proportion of 
division chiefs are women, nor of section' heads. She 

* did tell us there are two women project ^rectors, but 
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out of hbw many total? So perhaps the situation is not 
as truly equal as it seems. 

But even if this (9 so, Filipino women seem to be 
ahead of U.S. women as participants at Hhe decision- 
making levels i^health care. We do show some signs of 
progress. I^me of our sex stereotypes are changing. 
Certainly more women are entering medicine and a few 
are moving into the highest paid specialties long domi- 
nated by men. 

Filipino women make up a substantial pro- 
portion of surgeons, or are the medical and health care 
areas where women are most likely to specialize those 
that are lowest in pay and lowest in prestige, as in the 
United States? These are all factors to examine if we 
are to try to provide the women engaged in health care 
in any country with equaljity of opportunity for decision- 
making. 

What can we emphasize in the Filipino experience 
to carry into our own efforts to include more women 
at this level in this country? I suggest the most im- 



portant thing to be emphasized again and again and. 
again is that we can no longer afford the wastcM 
luxury of failing to utilize the brain power of half our 
population^-^talented, competent, "trained persons of 
both sexes are the wealth and the promise of every 
nation, not only in health care but in all human en- 
deavors. . V ^ 

No nation on earth, induding specifically the United 
States, is wealthy enough to waste even ^ part of the 
ability and' training of hdf its' population. 

The decisions are much too difficult and too complex 
for men to handle by themselves. But this truth is less 
widely understood today than it was even in our 
pioneer days. Women stand ready to share again the 
hardships, the hard work, and the dedication. We ate 
ready also to share the responsibilities of decision- 
making. Gradually men arc recognizing how easily such 
burdens can be shared. The world doesn't collapse and 
they don't iose effectiveness. We women all know that 
But we must help-them as they learn that truth as well/ 



Table 1: Applicants and Admissions to Medical School By Sex for Selected Years 



First-Year 
Class 

— ^ 




Men 






Women 




Women as 
Percentan 
of Total 
Accepted 


Number 
Applicants 


Number 
Accepted 


Percentage 
Accepted 


Number 
Applicants 


Number 
Accepted 


Percentage 
Accepted 


1929-30 


13,174 


6,720 


51.0 


481^, 


315 


65 


4.5' 


1939-40 


^ 11,168 


5,890 


52.7 


632 


321 


50.8 


5^ 


1949-50 


23,044 


6,750 


29.3 


1,390 


400 


28.8 


5.6 


1959-^ 


13,926 


7,968 


57.2 


1,026 


544 


53.0 


6.4 


1966^7 


16,554 


8,267 




1,696 


856 


50.5 


9.4 


1967-68 


16,773 


8,718 


51.9 


1,951 


984 


50.4 


10.1 


1968-69 


19,021 . 


9,116 


47.9 


2,097 


976 


46.5 


9.7 


1969-70 : 


22,176 


9,536 


43.0 


2,289 


1,011 


4412 


9.6 


1970-71 


22,253 


10,203 


45.9 


2,734 


1,297 


47.4 


11.3 



Source: Women in Medicine, by Marjorie P. Wilson, Unpublished paper from The Conference on Women in Science and Engineer- 
ing, National Research Council, June 11-12, 1973 



Table 2: Woman Students and Woman M.D« Graduates In Medical Schools for Sdected Years 





' m 




Woman Students 




Woman Graduates 




No?^U. S. 


Total 




% of 


Total M J). 




% of 


Year 


Med. Schools^ 


Enrollment 


No. 


Total 


Orads. 


No. 


Total 


19L4.15 


96 


14,891 


592 


4.0 


3,536 


92 


2.6 


19r4.25 


80 


V 18,200 


' 910 


5.0 


3,974 


204 


5.1 


1934-35 


77 


• 22,888 


. 1,077 


4.7 


5,101) 


207 


4.1 


1944-45 


n . 


24,028 


1,352 


. 5,15 


5,136 


262 


5.1 


1954-55 


81 


i 28,583 


1,537 


, ' 5.4 


6,977 


345 


4.9 


1964-65 


88 


32,428 


2,503 


7.7 


7,409 


503 


6.8 



Source: Women in Engineering, Medicine and Science, by Vera Kistiakowsky, The Conference on Women in Science apd Engineer- 
ing, National Research Council, June 11-12, 1973 
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Table 3: AppUcatibns, Enrollments, Graduates, U.S. Medical Schools, By Sex, 1968-69—1973-74 
YEAR APPUCANTS FIRST YEAR ENROIJJMEOT TOTAL ENR0IJJ4E^^ GRADUATES 

Total Women % Worn. Total± Women % Worn. Total± Women % Wom. Total Women % Wohl 



1968.69 

1969- 70 

1970- 71 

1971- 72 

1972- 73 

1973- 74 



21,118 
24,465 
24,987 
29,172 
36,135 



2,097 
2^89 
2,734 
3,737 
6,000* 



9.9 
9.4 
10.9 
12.8 
16.6* 



9,863 
10,422 
11,348 
12,361 
13,677 
14,124 



887 
948 
1,256 
U693 
2,300 
2,786 



9.0 
9.1 
ll.l 
13.7 
16.8 
19.7 



35,833 


3,136 


8.8 


8,059 


607 


7.5 


37,690 


3,392 


9.0 


8,367 


700 


8.4 


40,238 


3,878 


9.6 


8,974 


827 


9.2 


43,399 


4,690 


10.8 


9,551 


860 


9.0 


47,366 


6,082 


12.8 


10,391 


924 


8.9 


50,716 


7,824 


15.4 







Source: Minorities and Women in the Health Fields, Bureau of Health Resources Development, Public Health Service, May 1974 
♦ Estimated + Includes repeaters and those who re-entered 
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Table 4: Percentage Of All Physicians In Various Specialties Who Are Women 



% Women 



Specialty 



% Women 



Specialty 



% Women 
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Medical (total) 9.0 

Aller^ ^ 6.6 

Oardiovascular ' 2.8 

Dermatology 7.0 

Gastroenterolo^ 2.3 

Internal Medicine 5.4 

Pediatrics 20.3 

Pulmonary 8.0 

General Practice 4.2 



Surgical (total) 

General surgery 
Obstetrics 

Gynecology 
Ophthalmology 
Orthopedic 
Otolaryngology 
Plastic 

Other surgery 



2.4 
1.0 

6.9 
3.2 
0.5 
1.0 
2.7 
0.4 



Other (total) 

Anesthesiology 
Neurology 
Qccupatl. Med. 
Pathology 
Psychiatry 
Physical Med. 
Preventive Med. 
Public Health 
Radiology 
Other 



8.9 

14.0 
6.9 
3.1 
11.6 
12.5 
15.2 
12.1 
.18.5 
4.8 
7.4 



Source: Goals for Women in Science, Women in Science & Engineering, Boston, Mass., 1972 
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Table 5: Percentage of all Physicians in Various Professional Activities Who Are Women 



Specialty. 


All ' 


Office based 
practice 


HospitiQ based 
practice 


^ Other ' 
activity 


General practice 
Medical Specialities 
^Surgical Specialities 
Other Specialities 
TOTAL 


4.2 
9.0 
2.4 
8.9 
6.7 


3.6 

8.1 \ 
4.6 \ 


9.6 
13.5 
3.4 
9.7 
10.5 


7.7 

ia9 ik 

9.0 


- 

Table 6: Distribution of Physicians Among Speciijty Groups, By Sex, Decebki 


p 31, 1971 


Specialty Group 


Number of 
Women Physicians 
in Group 


Percent of 
Women Physicians • 
1^ in Group 


Number of 
Men Physidans 
in Oroi^ ' ^ 


Percent of 
Men Physicians 
in Group 



Total 

General practice 
' Internal medicine 
Surgery 

Obstetrica/gynecology 

Pediatrics 

Psychiatry 

Radiology 

Anesthesiology 

Pathology ^ 

Other 



22,563d 

2,462 
3,242 

855 
1,421 
4,247 
3,209 

754 
1,655" 
1,435 
3,283 



100.0 

10.9 
14.4 
3<8 
6.3 
18.8 
14.2 
3.3 
7.3 
6.4 
14.6 



296,136« 

53,896 
54,617 
69,154 
18,349 
15,671 
21,241 
13,585 
9,902 
9,471 . 
30,250 



«J-Excludes 4,471 physicians (481 not classified, 3,539 inactive, and 451 address unknown). 
e-Excludes 21,653 physicians (3,048 not classified, 15,849 inactive, and 2,756 address unknown). 

Source. TaKmla^trkno frrkm 1>liite*»*n«« B^^^wJ^ tfXft A XM^Ji^^i A i-A* 



100.0 

18.2 
18.4 
23.4 

6.2 
5.3 
7.2 
4.6 
3.3 
3.2 
10.2 



Special Tabulations Jrom Physician Records, 1971, American Medical Association. 
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Analysis of the Role mi Womeiif^ 
Health Care Decisionmaking 

A V.S* Respojfjue to a Loohat the fthilipp^puu 

'Helen Rodriguez-Trios, M.D. / 
Attending Pediatrician, Lirtcoln Hospital i j 
Bronx, New York l 






■adition where 'tlifc >©aditioill/mcans ^' 



Dr. Asanza ha;^ 

preservation pf tradition •^.^ 

^ ^eater equality among the members ?6f a sojjtety than 
would otherwfife exis^^WwouId s^itt'that the customs 
of the Philupnes h^e enabled a 
higher static >§ physicians than' inVany . otfier ; na^gn 
except the^rspcialist 

.percent of tfie total, six times tliat. of ^j|*^jrto Rjco^, 
four times that in^the VUniled St^tes^^^^^ 
• fortunate fact of the resistan^ of th|/f!^^ pf v*?^ 
Philippines to colonizatio^ by-^^lie Sp^lai^^^^^ ;and by* 
the U.S. has indeed helped |(^^aiiHa}fi5^^^ expand 
women's roles as equal membetK^p^a]^^^ 

Our owo experience as a-A^dnJ^liiu for sur- 
vival has l^i sonicAvhat, different. ^ \ v^; 

Puerto Kco suffered an; imejwp the 
Spaniards for four huhd^red f^!^^^ 
^ad achieved qur per*"^^^ ' " ' 
./ imperialist^i|(Enpbsitioi\ 

^ijriited Statt^.f - '^"^f^^'^^^ -^^.^^-.:: - 

>; ^An intensified w'plqjtdtioh; 
•social^and «ultur^ as^^Vojf j$ur^^^^ bejjan to 

^=^determ?hev6ujy:o^ pe^^lfe^ ^Dej^ for 

u^ ha$^-tHus nmited to Tafejj^c^uiescence or to 
dahgeteys re^ to the ^ is, 
tflfref«[e^'QnIy in tlie cpnteXijljl^^ a direct 

^, colony^pf l^e United^Stalte Jh^^^ d^ribe some 

> aspects |ff:hfealtlT care that ^rVp t^IMrate women's 

V -T|ir«Jbg^6ul the destriptidp^^^ F^^^^^ experiei\ces 
' a' student jShcf -te of the 

tlniversity of 'Puerto Rico, I shall attempt to address 
the questions: 

-r^MTio mai^the'decisions? 
. "T-In whose interests are the de^sions made? 
If is clear to me that it is not enough to speak; 
women's voices mu*st cry out for the social changes' that 
Will guarantee rights for the majority of women and 
therefore, for n\ost peopile. If we speak fbr privilege, be 
it our own, or the hiling men's, we shall surely be 
drowned"but bj^the clamor of our marching listers. 

.;M[edical Education and the Health Services ^ 

' In 1950, a mescal school was established in Puerto ' 



Rico with the mandate to 
population. The long tradii 
two-thirds of the people b; 
^nated in the establishment 
facilities that were regionalize 




ists fb serve the 
medical care for 
ent hiKi "Sttlmi- 
ork of health care 
compkhensive, and 




which allowed the free flow of people fr^nrone facility 
another. The emphasis of the system was on pre- 
mtive care. Community based healtb centers with well 
^Veloped ambulatory Care programs were built and 
e integration of social services^th health care needs 
ttempted. * # 

Side ^j^jj^de, or shall I say, back to back, there Were 
private facilities serving the more affluent one-third, of 
the people. The amount of money available <^ to the 
private sector was three times that for the. public system. 
The existence of these two systems and the contra- 
dictions engendered by this paradox between the na- 
tional interests and needs, and a superimposed social 
organization which is n^t designed to serve them, is 
typical of the Puerto Rican situation. ( 

Thus, while a medical school was estaolished for the 
purpose of training us for a public system rooted :|n the 
philosophy of preventive medicine, the same school was 
patterned after Columbia College of Physicians and 
Surgeons in New York with its rigid traditional cur- 
riculum. This school 'has reoantly graduated its twenty-i 
first class. Since 1950 it has gradually increased from 
50 to 120 students of whom 26 percent, are now 
women. 

The difference which this has made in terms of health 
care for the people and in terms of the overall stfiicture 
of the health hierarchy may be inferred by enumerat- 
ing some of thec:problems faced by the medic^school 
and the public systerri it should serve. These problems 



those in the United States.^They 



are very 
fol|pw: 

1. Most graduates congregate in^ the metropolitsui 
&reas7 mainly San Juan. ^ 

2. Eightyifive perceAf or moi|;$i^pecialize and con- 
sider themselves "overt^^aiiietf** for renderihgjjl| 
primary care. ^J;;- ^ W'' 

3. Tliroiigh time the .. increased enrollment has 
drawn moi#and more students from the upper 
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and upper middle-class whose values are often , 
■ inimical to those of public service. 
7 * 4. Hfteen percent migrate to the United States 

Vhere .lhey seldom Work wherj^ the people live 
I . who -constitute the direly uriderserved hjjf of 

our nation that is , here. 

5. The policies of limited enrollment force a 
. ' yearly exodus to Spain an^Latin America of a 

. ^ . number of studeqts twice aHarge a9i||p num- 
ber admitted. Just as the U.S. shows a singular^ 
inability to train^ its own pe'ople while im^ 

-■--^ ' porting physicians -from the Th^ World, 
Puerto Rico is now also importinj^ growing 
number of other Latin i^merican nationals. 
These are serving in jhany- of the primary care 
centers of the island while the graduates of the 

164 . University of Puerto Rico remain in the more 
prestigious positions. 

6. The values inculcated by the school are at 
variance with its avowed commitment to func- 
tion within the framework of preventive medi- 
cine'! Technical exqellenc^ is stressed, ability 
to make money admired. 

H ' 7. Today many of ^e health centers which were 
truly the backtliner.of the system >re barely 
staffed. V^^* > 

Efecause the conditions described aref^'similar to those 
of many other countries I wonder how many of >hese 
. problems are also faced by the Philippines. I under- 
stand from Dr. Asanza^that they lose 30% of their 
debitors to the U. S.,''and many other health workers 
also; . . 

p The Position of Wom^n > 

An examination of the ppi^ition of women within 
these problemrridden systems of medical education and 
health services shoi^s that it js siiniftl^to the one we 
hpldjn tlfe U.S. WJomen health Wotkeri^re over eighty 
pertent of the total loet onl^^lbopt,^o percent of the^ 
top echelon^ of do^rs, heailth defwirtment function- 
aries, or administrative oflScers. 

Although nurses are often the most stable and knowP 
edgeable people in the primary care centers and as 
siicji often make decisions as to patient care, the^rple 
has never been sanctioned. They do not recejiye the 
•training nojf the rights- to make the mani^^i^jibns that 
they m<i|St. They are trapped in the dil gjj|ft . of d(?di- 
cated workers who clearly perceive heaWH^e needs, 
but are not provided the e^ijuipment to s6rve them. If 
anything, tirtie has eroded most of the autonomy of 
nursing. Public ')iealth nurses and nurse-midwives are 
more and more tyecomihg assistants to doctors in the 
institutional setting. ^ . 
t The mass of the health worker^ receive salaries which 
are \ejght to twenty peicent <^*; those earned by, the 
salaried physicians. 

In thinpequitable system all women ^re affeoted as 
health worl^ers and as patients. Even those who as doc- 
tors are close, to the top of the hierarchy are condi^oned 
or denatured by the lack of equality that is built in. 



The fe^gs of ang^ and frustratSon of even the 
more privyeged young WOmen who are medical students 
are very strong. Seyend V^ars ago we held a women's 
faculty and student meeting to plan for increasing en- 
rollment and retention pipgrams. From a staid bepn- 
ning, the meeting quicfclgtoassed on to an emotionally 
charged sdttion as onp^^ii^r another revealed her pain 
at the d™y assaults ^ 4ur womanhood and the sur- 
vival process which fofqed us to cut 6£i|pur empathetic 
feelings about patients^^and fellow ^rkers. Some con- 
fessed to attempting iij^^tistment by appearing as un- 
feeling.as the men ^ [fe^d,. perhaps the most destruc- 
tive of all paths as. i^iivolved much denial. 

Some recalled thaJt*;;?the , in^^ school lecture on 
abortion began with tjic remark that^abortions could 
be classified as crfnwhal or medical and|(|ice there 
were few if aiiy . medical indications for abortion, thus 
the discussion wouJd be limited to the complications of 
the criminal. A few derogatory remarks about the 
women y/h6 'wdiird stupidly risk abortions then fol- 
lowed. A poor /preparation indeed for those who as 
interns would admit several w<Aien daily who had 
taken those veiify same risks. We were certainly little 
inclined pr able to identify with our fellow women or to 
begin to (realize the need to struggle for truly pre- 
ventivcj measures* 

It cerj^inly seems that medical education and the 
health ctfre system, lack the perspective that women 
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workers and womett usfers ca]|^|mg. It seems equally 
certain that the piffspective reqmfe^ a thorough restruc- 
turing and demoapization of the decisionmaking, 
^ process for that process to be operative. 1 ' « 
This last becomes clearer as we examinef^* the -Puerto 
Rican experienceJ' with population control" programs. It 
serves as a clear illustration of health care as an instru- 
ment of social policy- and, t^iercfore, an argument for 
the need to restructure at th^ policynlajcing level. The 
sharing -of this jcxperience becomes* very timely as the 
populatia| control programs becomes more strident in 
their propaganda. The Family Planning Digest of May 
1972 ends an article on sterilization titled "Simpler 
Methodj^Boost Public Accep^nce" with the statement 
^'^that "As U.S. professional j^mdes change, it ^^^si- 
ble that we may see sterilgjlion become as in!^|ftnt 
in family planning in the -50 States as it already is in 
Puertb Rico." 9^ HEW has/almos^totally funded the 
population control programs in Puerto Rico for several 
decades, it may be useful to look at what may be in 
store for an increasing number of women in ^^e United 
States. 

The full scale program of population control in 
Puerto Rico begins in the mid-forties with the indus- 
trialization efforts ^at established much of the light 
manufacturing oik^e island. These concerns e^jgloy 
mainly, women. sterilization by tuBal ligation be- 
came the principal modaHty of birth control and was 
offered free of cost throughout the govemmentcenters. 

As of 1968 over thirty-five percent of PuexWRican 
women of childbearing age were^' already sterilized.* 
Still the sterilization programs have becd stepped up. 
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and as economic crisis deepens, and the militancy 
/ of the people increases, have taken on a frantic quality, 
pr- Antonio Silva, Assistant Secretary of Health for 
Family Planning recently stated that 5,000 women 
were sterilized last year, and that we may lootLforward 
to 6,800 in 1975. 

, . What makes this incredible program possible is the 
full cooperation of a colonial government the 
rtiiftlity of the women's position within the colony. At 
present women are thirty-five percent of Mt^'totdl 
salaried work force and forty-eight percent or those 
-Workers, engaged in industry. -The development_<rf job 
opportunities for women in a country with xmemploy- 
meat that has ranged frcfm 12 to 30 peicent even after 
the mass migratiob^f approximately one-third of its 
people, has had profound effects on the structure of the 
family. The need for subsistence, the lack of chi|j^-care 
facilities, schools, socigl services, abortibn rights, hous- 
ing, and other elements to support family structure have 
driven many a wonmn to seek sterilization as a palli- 
ative. Many were Ipt told that the procedure is 
pennanen.t and fully one quarter exhibit regret. 

The important point to underline is that women were 
not and still are not involved in these decisions that 
determine our personal and national future; these are 
made by the rulers of the United States; the U. S. cor- 
porations behind the U.S. Government which fronts for 
theiH 

In response women are fighting back. Many of us in 
and out of the health care field are reaching certian 
conclusions as to what it will take to organize our 
various sectors. We are gaining experience in struggle: 
The recently constituted Federacion de Mujeres Puer- 
torriquenas is a sign of our recognition of the need to 



r 



r 

V 



ERIC 



Milt 



unite ^mtkmr^Tnen^ housewives and students around 
a program of equal rights. 

Liba, curiously absent from this conference, b&s 
shown the way by developing a health care system that 
serves all of the people. Most importantly, it is a 
system that throu^ the mass organizations incorpo- 
rates the people themselves into being providers. We 
are very close to our sister republic, despite U.S. efforts 
to isolate us, and we watch with interest its struggle 
against sexism, surely the most effective as yet seen in 
Latin America and perhaps the world. Its beacon shines 

Jpr aJl„Latin Americans, no blockade can dim it. 

Many of us are expanding our consciousness Of how 
United States imperialism affects us and our sisters. We 
watched with horror its intervention in Chile where 
the model health care system is in shambles and our 
courageous surviving sisters and fellow health workers 
are still in the torture chambers. 

^ur understanding gi^the nature of U. S. imperf|Bism 
grows day by day as we organize to end sterilization 
abuse, for family planning within the context of com- 
prehensive health care, and for an end to profitmakihg ^ 
in the health system. All this converges on our struggle 
for full national liberation. 

I wonder how much erf our struggle for national 
liberation is shared by the people of the Philippines as 
it seems to me that we are fighting a common enendy. 
United States imperialism is the greatest enemy to the ^ 
health of the world's people today. j \. 
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Statement^.^.^ 0 ^ : 

The Honorai^Martha Key$ ^ 

Congrem^pmctn from Ko^as 

Membem^ on Ways and Meart^ 

health mMmki ^ ' 



pealth 

VS. Hou^Mk^rissermtiyes " 




I am deeply honored to be the representative of Con- 
gress at this alMmpprtant conference. As one of 19 
women in the Congress and as the only Congresswoman 
, serving on a Qonmiittee having jurisdiction over health 
legislation, I am following the work of this conference 
very clo^ly and look forward to assimilating and shar- 
ing with my "colleagues the vast wealth of information 
which is presented by all, of you. 

My interest in health is deeply rooted. As the mother 
of four children, I have been the "organizer"- of my 
family's health care system, so tp- spe^ ^ 

Certainly, iio health ^are 'legislation should be con- 
sidered in the Congress which does not address the 
special needs of women nor weigh very thoroughly its 
eflfects on women. Wdmen represent over half the popu- 
lation of the country. They are the largest consumers of 
health care, averaging 25 percent more visits;per yeai; to 
a physician than- men.|PTiis figure woul^t oe greatly 
increased if visits to a pediatrician were f b be included. 
Women take prescription drugs and are admitted to 
hospitals more frequently' than merff^ Despite these 
figures, the liealth' car6 delivery system is dominated J}y 
male i^ysjiQ^qs' and the health care coverage pffered 
by the • private, insurance industry favors men over 
wom'en. ^ 

: I would like to share with you some thoughts^fcon- 
. cerning the dual roles which women play in health care 
r-f^rst as recipients of^care and then as providers of 
<feare — and the legislation before Congress which affects 
women in these rdes. " . r,, 

Perhaps the most far-reaching* nealth^rftatter before 
the Congress is that of national healthfSftisurance. In six 
years, our' "^national health bill h,^s nearly doubled; in 
. 44 years, ;more than quadrupled; and iff* the. 24 years 
^^since' 1^950, increased by almost nine^-fol4. Our prob- 
jj^lems m* fljie maldisti^ution of. specialities among phy- 
sicians and the ge<a^^l!|p;dcal maldistributioi|^of health 
manpower are well known. The'Mancial leverage of a 
national health insurance system offers the real *po^ 
bility of g^ing financial incentives to promote eflQ[cien!:y 
in . health care delivery knd to redress the uneven 
jE^location and distribution of health resourc^lll^in 
Ain^pca. ^ J 
' There are several national health insurance bills 



before the Congress^ The SubcSrrmiittee on Health of 
the House Ways and Means Committee on which I 
serve will so6n begin consideration of these measures. 
Though ea^bill offers a different approach as to hoW 
such a sj^|m shoidd work, common to the considera- 
tion of each of these bills must be how they will cor- 
rect the inequities facing women under the present 
private health inmrance system> 

The coverage TOeted women by the private* health 
insitfance industry ^discriiilpates against women in 
nlfl^ ways by limiting^ if not completely denying, cov- 
erage for the health services women |peed most. 
Through their coverage, health insurance companies 
penalb?^ women for their necessary physiological role. 
The two most glaring inequities relate to the lack of 

^^equate arid equitable coverage for pregnancy. . and 

^^necological needs. 

Private insurance companies often charge women 
higlier rates simply because they might become preg- 
nant. Government surveys have shown that men and 
women lose almost the same amount of time from work 
due to acute disabilities — including the childbirth and 
pregnancy complications of women. Why then should 
women have ^to pay higher premiums? 

It it standard procedure to make maternity benefits 
optional, requiring higher preiplfclms, and emp^yers 
often will not pay the extra amount. Even when extra 
premiums are paid, a woman must be enrolled in most 
plans for ten months before she is entitled to any 

benefits, ^ ' ''V . ' . 

In some ciase^, female employees are denied maternity 
benefits on is favorable terms as the spousef of male 
eijpployees. In testimony before the Joint Economic 
.-^Committee, Ms; B^tara S^ck of the American Civil 
liberties Union pdifit^ out A^^der some health 
i^urWLe plans, maternity cov'fei^p^^ers from woman 
t*woman, depending on her employment status. Under , 
(^'*plan, female empk)yees were eligible to^r^ive 
maffcrnity'benefits amounting to a flat rate of Jie days 
of hospital care' and cash benefits of $30tf for surgery 
and medical costs. The plan permitted wixes. of 
male employees up to tetf^ays of hospital care«i a 
naximum of $100 in medical expenses! It is only fair 
point out thSl this particular .situation under this 



167 



i 



184 



EKLC 




particular plan existed two years ago; it may not now 
ase. However, it -demonstrates the point that 
d^^ treated differently under the various 
plans, depending upon their marital 
poi[iiheir actual health care needs. ^ 
the jpipent system, thct? is inadequate pre- 
" ventiye care for women. Almost 1 1,000 women die 
each yeai!: as a result of undetected cervical cancer. In 
many instances, these ai;^ needless* deaths. The treat- 
ment and cures for uterine qancer-! iij .it's earlyit'stages 
have been knovm for y6ars. The^^pMsT smear is a rela- 
— tively isimple -diagnostic proce^tirer^^ readily de- 
termine whether a wom^ has or Is developing cancer 
of the uterus ot cervix. And yet, only a small percentage 
of American women actually receive this test each year.. 
This can partially be accounted for by the lack of edu- 
168 cation jon the part of American wgmen. economic 
'* reasons also impact heavily upon woman's decision to 
I receivp such a tes%, Many women cannot afford to pay 
$f25 or more for an annual check-up with a gynecolo- 
. / gist. Thou^ such a visit is preventive in nature, its 
1^ Coverage is ^f ten exempted under private health insur- 
ance^plans. r ' 

The Congress has already, enacted legislation barring 
discrimination on th e basis of sex in the ar&is of em- 
ployment, ^ducati^iTand cr^. Weifeust extend these 
, provisions t^rttoalth care andNnclude in any national 
'^health insurance plan prohibitions against unequal 
terms and conditions of cov^age based on sex. 

In addition to the probleltfis women face as recipients 
of health services, 'there are problems facing women as 
provi(^fs :df care — the problems of women health prcf- 
fessiorf^pKj;?:..;..- . 

Re^^jj^iib .are talking about two problems. First, the ^ 
A need to iS&ninate sex'role stereotyping in medicine, and 
second, to ^gra<fe^ the professional status of^ose 
health prgf^^hs; wfffihi; typically have been icilmfied 
^with won 

In si^^jM^^^ a more important 

role in t§^'gf^1^^cjp& for nurses *as well as 

:.V seeking ^ 
. and rii 
the oatiol 



of women physicians 
tot three-quarters of 
care p^iQ^tijsrjulready are women. 
The issue, thSi, is. one of status??*^ Vvr 
irhe'Federal Government is. direAy ijjiydlved in this 
it^er through TiUes Vn and Vin of the^^j>lic Health 
^ y^^Act w^ g6vern health manpower '^trthtwrse 
irdiiJ^- i^^ Let me discuss briefly two^^i^, 

Jpi:e^vCtogre5S— the Healtli Manpower and Nurse 

p^ng Acts df4975. ^ ^ : 

Both seek to exteiw^nd expand existing programs. 
The nurse training bill Bis been approved by the House 
md Senate and will soon be considered, by a joint con- 
jD^^ncp committee.' The manpower bill i$ ready for 
|35^r consideration in the House and will be scheduled 
raf . action very soon. 

I^^e Federal Government has Been financing iprsing 
. ... - ^^^^ ^ 
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lucation; s^ince .#56, initially in 
shprtage' of nurses. Recently, ho\ 
|: have been brdadel^ed and instead oj 




expand the output of the, nurse training assembly line,-'* 
we are trying to develop new professional skills and 
roles for nurses. The old Idea that nurses are merely 
physicians^ helpers must be ended. 

The nurse bill before Congress proposes to spend 
$558 million ovec three years foi^urse training, $225 
Uniliion of this specifically earmarked for programs to 
upgrade the status of the nursing profession— advanced 
clinical specialty training, graduate degree traineeships, 
nurse practitioner programs, and other special projects. 
I am pleased witib this bill and hope the President .signs 
ft into law, - 

I must confess, however, that I do' have, sogje reser- 
vations about the manpower bill beginning with its 
name! 



Only seven pei 



of the physicians in the United 



States ar6*" female, "^rtually the worst record in the 
Western World. And at the medical administration 
level, the record is even worse. 

We have seen some progress. In the 1969-1970^ 
school year, women comprised only 9.2 percent of the 
entering class in the na|||jn's medical schools. Last year, 
women comprised 22.2 percent. This is progress, but 
obviously, we still have a long way to go. 

Sex stereotyping cannot be abolished overnight by 
Federal edict. But Fedei^ action can contribute to t he^ 
)lution. The increase in the number of women.medic^P 
lents came precisely duringi^e period in which 
SW started to enforce its non4||crimination require- 
lents. I am somewhat cautious about demanding thpt 
we go the "aflSrmative action" route m medicine, a path 
always fraught with the perils of backlash. 

However, presently under Title VII Federal funds are ' 
authorized to promote judical education ^fbr niinority 
and»^sadvantaged|Jsd^ents. A similar eitort should be o 
made on behalf b£wo|btign. 6^ 

I have jgb^^^'bther^^^ about this^anpoP^-; • 

bill. Under u^i legi$lfition,^e pjdysiciaii iassistants pro-!* ^ 
' gram could c'Diiflict or co|iiipete wife ti^e nurse prac- 
titioner program. Furtheffiji^e fact thW most nurses are 
fefnale and :|hat most physj^pjan assistantjs are drawn 
from the rianfe of male formet military medical corps- 
me]h?*neans|(|it Uie Fedeij^lj^ actually- 
be eilbouraging sex^^ifcreotyping. 

Still, my biggest x^^em about the maQpower bill is 
its lack of prbpet attention to the problem of women in 
medicine. It isn't so much that the bill is advers^ the 
interests of women, but rather, that the bill is neutral 
on the subject, and that simply isoi't good enough. 

In the end, the problems of women as providers and 
' women as recipients of health care are merge(|. Without 
more women, making major medical pdicy deAsions, 
g making key patient care * decisions, the n^ds of * 



women patients will never be fuU| 



otected. 

is conference, 



H hope that ttrou^ such veliictes 
we can^ixkxease public awarene^ ol jflese issues, an 
^wareness that will ex tend to th^ of ^Jpngress. 
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T'?^^? J^.^ 5^*'??!^ presumptton in my taskjMs morn- 
ing of summarizing this .rich and exciting conference. I 
have' heard from many of you, speaking formally and 
informally, as individuals and in groups. But I certainly 
|r^^annot pretend to represent a consensus. Xnd in any 
;x|se!we mu^acknowledge fofthwiih that wh^t I have 
t heard has i^fi ifiltered through my ow^ set. of interests 
^ and concerns, rtiy own personal bias. 

I will begin, therefore, at a personal levbl. As I sat 
dpwn vep. late last night^^lo collect my thoughts, my 
overwhelmmg impression was of our fantastic unity of 
purpose. In thosS moments when we have^ tilted into 
competition with or isolation from each %ther, the 
spectre of the present functioning of our medical care 
system has quickly brought us together again. And I 
for one am very grateful to have mSt here^with you — 
some old fr^j^s, some *ftew friends — to nave shared . 
common concerns a^id support, and to be reminded : 
again of the wonderful potential of womanpower. 
What we have heard from our sisters from |j3oard 
- documents Barbara Ehrenrelch's opening comment that 
we have no where ib go but up. It is not only that 
women are the great majority of the underpaial liqi^,. 
powerless health care prov^ers in the U.S.; it ij^the^ • 
0 very nature of opr present institution of health care^^t 
brings us together*: For despite the commonly hea^d 
a^owdl that we have a "noa-system", it is clear that<.we 
are now workiDg^ii} a tightly vcoi^j^blled system based on - 
competitive indfvidualisnl , and prpfit;^:; W^ maintains; 
its ^^er, at least in p^rt, by blaming^ its victims for 
^'"^**'"^ wn misfortunies^ii^nd if really is'^^S medical care 
fdi we have s^lci o^ver and 'over again that we 
'allowed* to attend to the iiealth needs of those 
ve. Agaijgt: this/ backgipund, what we have 
abcfat ptirer nations gives us some^clues about 
a we must do tbward our sjj^red gMls.. , 
^Before I try to^Jist some of ^ose goals," I woutj^ like 
to make some general observations ^bout meetings of 
l^^^en health worke^g. Daly^ the theologian, has - 
vcobserved that the ugh/^r^^opprdssion of women stands 
. a^ a^ i)rototype,^ anai^K|^.when we understand, in the 
giit, the nature of th^;^^ we are^ppetfoio a 

sense of empathy M^^^iU^^i^pi^^^ are ogi^r^s^ed^^; 
Yesterdajt Ruth Sid^k^ 

good for women is giSod.(for;^ ' 
w^, afteir all, supposed to be taMtig^^i^^^^ 
ditions of our p|i| >york-^but from ftcjiiiiiSi^ 
conference opencl^t was clear that our pH*ti^iy c 
cem was to be the Welfar^ 9f piir patients and the na- 
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tiire of the services that we_ provide, for them. We are _ 

not predominantly intlRsted insetting a "piece of-tbe^^ — 
profit-and-power pie" for ourselves. We are desperately 
concerned about work settings, roles, and job structures 
that prevent us — and the many health workers, men * 
and women alike, who are not represented here — from 165 
providing human^ competent, caring, responsive ser- 
vices that promote he^th. When we have focussed on 
work issues — salaries, self-determination, full utiliza- 
Ifon of skills, inservice education^and upgrading, collec- 
tive bargaining, evaluation of'^performance by recipients 
of care, and an effective voice in policy — our intent has 
been to creatp work settings that would enable us to 
provide good ^e. 

These are spme of the goals that have concenfed us: 
Because we know tHat those who do not have access 
..to health information are handicapped in their efforts 
1? :-:tb maintain and promote theit own health, we want 
to share our health-related knowledge with layfolk: " 
we heard a wdS^rful account Of healtih education in 
Cameroon, ' ' r. . » . - ; V 

Because^ we; that thtf *^gtcatest propor- 

tioh of Tfealtfi 'Qare is provided within families — by 
mothers^and daughters and,^ we ho^^M| fathers -and 
sons,as well— we want to teach oul^ffcgiving skills 
ia^a '^ifnanner that wijl decrease dependency on im- 
pejfsonal professiojC^al services. ^« 
Because we believe that it is obscene anyone to 
make great personal {Profit, through earnings or iib- 
. vestments, ;in^t||^^ s^^ering of the"" ill, we want a ^ 
^ national policy that prohibrts.profitrmafcnig in health 

/Bebause we have seen that ^d|5tly^jaedical services 
can destroy families ^^S>:;^a?tt public jsubsidi^ that 
^.guarantee..^ access to alt Servipes for all citizens. 
Because ^8' wj||en know w^ it is like to receive 
health care scr^^^j^Tom alwl and alienating pro- 
' viders, Jte want citizen grouj^ ^ have a determining 
vpice i^Ks$}^ction of health; care trainees, incliidr 
ing physician^; ^'oH the -^basif^gi, demonstrated 
to provide empathetic carej^r^have heard ab6tit':^«;"^^^ 
model for ll^s procesSj^^ffipSSmav "^^^^^^^ 
, ' ^..Because we'^know qbouF$he^'arij|^done to our sisters * 
; and others, irnfhe U.S. as well as in* Puerto Rico, as 
the result of i^esponsible experimentation, unsafe . • 
• y ™ d^vicei^knd drugs,i&pl unnecessary surgery, 
V • .we'^ant regulations that require fully inforined sub- 
je^iT^nd^M^g^^D^ii|L ah participatiopn in de- 
crsjpns JlPa^^B'^ ^ ^ 
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Because we have seen that pwShing highly ere- 
dentialed token women into shoipase jobs sometimes 
co-opts those women, and sometimes results only in 

• token jobs, we want our cause represented in posi- 
tions of policy determination by women from our 

^ ranks, empowered by our constituency: we have 
heard of such success from Australia. 
Because we know that our training in health care 
does«not prepare workers for primary -care oriented 
toward ^the prevention of disease and the promotion 
of well-being, we want to redirect that training, as 
we have heard is done in the Philippines. 
Because we have personally shared the discomforts 
of inappropriate and neglectful health care services 

• for mothers »d their children, we especially want to 
redirect the manner in which that care is provided: 
we have heard about such programs in Sweden. 
Because we have learned that large bureaucratic 
agencies for health care deliveiy demand that work- 
ers resppnd to administn^thg . demands rather than 
to patient^nieds, we ^dnf^PKalth care work to be 
done in smaller decentralized units that ensile that 
providers and rccijiients of care hl^ve cjirect personal 
contact with and responsibility to each other: we 
have heard iabout such an arrangement in Colombia;' 
Finally^because^ most direct health care services in 

r^^he provided by women, we want recogni- 

\ufer^^^^feeality, in p^^^ determination, as is the 
case in j^ssia, Finland, and Poland. 
Theise are general goals: they are — I am an optimist 
— our five-year plan. For today, we have also voiced 
some immediate recommendatic^ directed to the De- 
partment 9f Health, Education, and Welfare: 
^( 1 ) With regard to research: there is an urgent need 
for research funding for projects directed to problems 
formulated by women and carried out by women and 
until now relatively neglected. I have hearcl mentioned, 
as examples, the ^p^blems of occupational (or work- 
place) hazards; safe contraceptives for men and .for 
womcHi; ou^juitional inability to promote adequate 
nutrition by^SiP distribution of the food -we have; pro- 
tectipn of our children from two of their greatest health 
hazards, accidents and environmental pollution, such ' 
as lead poisoning; speci^^ problems in women's health ' 
such as vaginitis and* repeated urinary tract infections; 
and our massive national problem of int^rpersonpil and 
institutional violence. We recommend, as ^ start, that 
HEW establish an -advisory board of women health 
workers and consumers---^omenl w)io ar$ ideiitified 
with women — and thrbugh^his board begirt td solicit 

^prc^osals for this non-traditional research. 

. i^.) With regard to programs,*^ our hopes of dis- 
coVering or inventing models for the provision of decent 

%nd humane health care services demand the ^pport 
^ of programs devised and directed by women. I hSive 

'^heard of planslfor health centers collectively adminis- 
tered and controlled by a coalition df workers and 
recipients of care;ior the exploration of new roles of 

health workers in the provision of primary care; for 



homebascd and neighborhood-center based care; for - 
childbirth services for (revolutionary concept!) low-risk 
pregnancies; and for support for the function of all 
care-providers as teachers of health-related knowledge 
and skills. As with research, we women miglg even 
_claim sQjme_rep.arations, in dcj^lar a^ou^||, for bur past 
lack of access to funding for these and similar* projects 
that concern us so deeply. Again, as a first 'step^^ 
advisory board of women who ,are. identifieiBT with 
wom^ could Solicit project proposals if HEW%ere to 
allot funding^ 

(3) With%eggrd to affirmative action. programs:_xi_ 
has been said, at this conference and elsewhere, that 
women identified with^men are not easily able to pr6- 

> mote the causes that have voiced at this conference 
as common concerns of women health workers. But, in. 
fact> aflSmiative action programs have so far encouraged 
the hiring and promotion of women who have learned 
. to identify with men as a survival mechanism, and who 
are, therefore, th^ persons most ^icceptable to the male 
e^itablishment/At a minimum, the following changes < 
have beeji sugjgested for significant affirmative action; 
First, the use of rewards as the enforcing mechanism, 
rather than pufii^hment; second, the conscious effort to 
Hire and proipote women who are identified with i 
women, as demonstrated by their previous work history; 
and third, the effective guarantee that' women hifed into 
male-dominated workplaces will not be puni*ed for 
voicing the concerns of the women they purport to 
represent. J§. ■ - ■ , 

My oveiWielming sense of chir group, throughout the 
conference, is that of ^.wonderful energy: energy di- 
rected both toward working for change within estab- 
lished institutions, and toward the imaginati ve cr eation 
of alternative health services that are bothflHipetent 
and caring. This conference is one more bie^ffiiriarlc in 
the process of development of the women's heaWi;^ 
mo^nrient, We will go forwa^ b^ as individuals iii 
our 6wn work |k1 as a loosely aflfiflfted groupv^I ha^ve , 
heird talk aboutrlsing the list of ccjnference p^irtici^Sibtft* 
to keep in touch 'with eS<jb <3d*er,r .about establishing a 

- .women's healt h lobliy>^so that we can woik more . 

/efectively^flBi the agencies aq|| offices of the Federal 

1 Government; about issuing our policy stat^ent, as4he^ ' 

ffise of this conference, to be brought by the U.S. 
legation to the International Women's Year meeting 
ih Mexico City; and about jflSteting again to share our 
energies, knowledge, skills, e^^krience,- and sHppdh^of 
each other.. ^ * ^ 

Our unity of purpo^ makes me believe that we will - ^, 
overcofiife. We women are threeKpiarters of all health 
workers; working together, we could Vansform opr ^ 
health care system. We are the consumers in nearly. * 
two-thirds, of all visits to health professionals; working 'f.. 
together, we could demalid access to iiic knowledge "and iil 
skills we need to prqvidi^ good care for ourselves, our , 
fai^ilies, and our communities. And we are more dl^ 
^fiaif of the population; working together, we c^|^ 
transform our Wiety into a better place for wbmen 
and mei\^ young anid old. 

«' 



Vising Address 
The Honorable FrancoUe Giroud 
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-^Tl^e situation of women in the health occupations 

•an immense and important issue, for it acts as a 
h'or, reflecting the state of a given society, showing 
I'what place women occupy in that sociey, also, what 
plac^ women wish, consciously or not, to occupy in 
it^/and what place they cow/rf' occupy. 

I shall not deal with the ^^echnical aspects of these 
occupations. Q|j|iers here are far more qualified than I 
am for this. Ni^etheless, I must give you some infor- 
mation about thid^French Public Health System, so that 
you may understand in what spirit I shall speak after- 
wards of the particular position of women in this sys- 
tem; 

Practically ^11 the French receive benefits under our 
healt^insurance, which we call "Assurance-Maladie". 
They make modest monthly contributions which are de- 
ducted fronttheir salary, and to which employers add 
their sham This contribution is compulsory. Students, 
retailers, ftaftsmeri^/iawyers, physicians, etc. pay their 
contribution directly. Recently, this insurance has been 
extended to artists and writers. In 1978 there will not 
remain one Frehchman uninsured ag^jnst sickness. All 
contributors' receive reimbursement i'df' the!f health 
expenses, 100% of the important expenses and 80% 
of the minor expenses. They, neveifiheless, retain the ' 
right to choose their own doctor ancf also to be treated 
in a private rather than a public hospital jf ttey so wish. * 

For all serious operations and' diseases whpch require 
modem and sophisticated treatment, public* hospitals 
arc much better equipped than private facilines to pro^ 
vide the necessary care. Patients in public hospitals are H^, 
treated by the best doctors. 

It is in the public hospitals thalf from the third year 
||||[^ the seven year medical studies, medical students . 
obtain their cliiiical training while continuing t0 attend 
lectures at lg(^^nffersity. After they jhave finished the 




studies, medKdi^i^^ts must write tbeir d 
ahd^^ut^ they rfceive their medipal djj|loi 
are then Doctors of Medicine, they caj^ 
practitioners and have their own private 
they wi^yt to specialize, they must study 
years^ If they wish to enter the hospital career, 01/' 
must be selected by pieans of competitive examinations; 
In this? contpt, the term "selected" means that in any 



al'thesis 
As they 
become 
patients. If 
three more 
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case there are a limited number of candidates acc^ted 171 
and as they wish to go up the scale in their career, they , 
must take more examinations. They may devote them- 
selves entirely to hospital work and teach there as well, 
or divide their time between the hospital and their 
private practice. ' 

Vis-a-vis the patients, I said earlier thjit they could 
choose their doctor, whether general practitioneiu» or 
specialist. Doqtors' fees, are fixed by means of a Con- 
vention with the Government. Some doctors" charge 
higher fees thsNi' bthers. Some private 9i^nics cjiarge 
more than the ones which have agreed — doctors — 
^^^^fipventipntfixed prices. The non-Convention clinic 
p^tlt pays the difference, unless he pays dues to a^ ^ 
It^l^al Health Insurance Fund, which is quite a coi^f^ 
nion practice. . ■ ■ , ■ ■ "'^Sg^fjc^;^:^ 

Why am I giving ^pu these explanatl^iS? tl^aiise 
. they mean that all enf]ipl9yees of public and private 
hospitals are paid according to Govemment-fixed 
scales. This is also the case with infant-nurses and, 
more generally, with air women in heal t|jt occupations. 

All the^ employ^i;^erefore, come under the cooir 
trol of the Minister of fiealtt|. who also has ]^>ond| 
bility foj public day-nur^es ^dl^yvtirioQs sodif ser^ 
ices. At the present time, this Minister, excellent in all 
resp^s/is precisely a woman who studied to be and 
is a i^irgistrate. T shall, therefore, speak first of her 
situation. ^^ 

^It is interesting to ipe that whenV for the first time, 
four women are members of the French Government, 
their ^esponsibiliti|s are limited to hospitals,^jchildren, 
pris(^ers and wcmen — nothing, in short, that might 
frighteh men and lead them to think that woij^h may 
invade ttieir territory. They remain in a sph^^^faere 
their competence has nevef been qdfestion6aryvf>* / • 

But^then, what is health, or rather, wh^t/is jllnessi 
that women should be so attracted by th^ hialtlt pccii-' 
pations^And that it should be so riaiuia]^^:acc^ them , 
in these occupations? One ^ould say ffiaOHrie^* isj . 
among other tilings, a state of weakness, of subjecdon, 
which likens the sick person to a child, and iSk\&x, 
therefore,- alloWs a sort of protecting power to exert * 
itself over the sick. (When the patient is a man, the / ^ 
traditional psychological relationship between adult* #^ 



man and woman is reversed, for, . however young the 
woman nursing the patient, he identifies her as a 
mother figure.) ' i 

In France, there are as many women teachers -lis 
there are men. It is no accident that a considerable 
k^umber' bf women are attracted to teaching as well as 
health for not only can women exert their -power in 
^ this field, but this power is well accepted and perceived 
as a benevolent power, belonging to the natural order 
of things. 

One finds, however, inside the health, occupations, 

the same sharing of thcToles between men and women, 

the same distribution ps in ordinary life and pnduction. ' 

What then, can be noted if one examines As situa- 
tion a little further? « M 

SeveraF paramedical professions are exclusiSly prac* 
172 ticed by women, some by tradition, e.g., thejpitron of 
olden times has b^oriie the modem midwill. Women 
have alWay&^Wid cntirge of the care of the children, the 
home, the sick. By becoming infant nurses, family 
helpers, nurses, or social workers, they only reproduce 
an eternal situation. That is, they only specialize, in 
oncsof their traditional functions. 

This weight of the centuries and of tradition is felt 
even among doctors, as women are more likely to spe- 
cialize in pediatrics or gynecology than in cardiology 
or gastroenteij|)logy, for example, although they are 
under no obligation to specialize in any .given area. 

One can not determine whether th^y do this because 
they {Bt\ a true calling or because^ they think it will 
enable them to reach a prominent position more -easily. 
Both, I suppose. 

There are other kinds of health occupations where, 
' as in any other'^eld of activity, women are the men': ' 
assistants. These include medical secretaries, ward- 
c,,«sisters, or anaesthetists. This division o|Phes in health 
occupations illustrates 'exactly the place society assigns 
to women, in both everydfaJr^^nd^{)rofessional life as it 
resiSfts in the fact that t^'^^st majority of women oc- 
cupy the bottom levels of both the' wage and power - 
hierarchies. . " ' 

As one goes up these scales in the medical prqf^p, 
sion,;gne finds fewer and fewer women. The reason ft>- 
that, "hcire as elsewhere, it does not yet seem quite 
.natural a woman to have authority over men, as shje \ 
would were flie the head of a hospital department, 
m During their studies, girls ;.are treated exactl^/^ like 
^ boys. They^take the same examinations, and, at-^fife'end. 

of their studies, they obtain the Js^nie ^plonia^ by 
?; which they may start practicing. If theylmop iTthis 
.\ point, and even if they, specialize in o^r to .devote^r? 
^ themselve?^ to a private- practice, whethef^ to^ o; 

the counlf^/ tfiey suffer no discrimjltaon ei " 
: *^ tenjps. of pi^lige or iBr t». 

Most Frei^h doctors have joined the Government 
"Conven^.^^T*This means that ^ey have signed a 
contract '^'3r Social Security, which reimburses pa- 
%. , tients. Their fees 'are set by this contract, . and vary 
v**" According ^ to the kind of medical service performed, 
e.g., examination at the patient's 6o*me as opposed to 



the physician*s consulting room, and the physician '8 
specialty, but the fees are, logically, the same for 
women and men doctors. 

There are approximately 60,000 doctors practicing 
in France, including., 14,000 women, and the number 
of women medical students is incriSteing. No specialist 
studies are closed to women. The image of female 
physicians among the people is good; they are trusted. 
There continue to be very few women surgeons. In 
this field, patients show more reluctance in accepting 
women. But this relu<;4|ince is slowly diminishing. 

A few-years ago,^ere wa5-^ T*V,- serial about a- 
woman doctor in the country^hich put the final touch 
to popularizing the image of the competent, long- 
suffering wpman physician devoted to ber patients. 

If women wish to pursue a career in public hospi- 
tals, acquire diplomas, ifeors, become university pro- 
fessors and heads of hospital departments, things are 
quite different than in private practice. Of 60,000 
medical doctors, 14,000 are women. But, of the 2,800 
"professeurs agreges" at the top of the academic quali- 
fication, only 100 are women. While, by law, day nur- 
series must be headed by women, one wonders why — or 
rather one jSbes not wonder Mvhy— it is so rare that a 
woman heads a hospital department. ^ ^ 

It must be said that the French medidal world is 
still dominated by a feudal system. That is to say, that 
a very narrow but very powerful class of men, ca^^. 
"les grands patrons'* (the big bosses), who are moWy 
—no one denies it— great doctors, literally reigns over 
their department^V composes the juries for the examina- 
tions which mx^ be passed to progress in hospital 
career, and pd^esses an exorbitant power over their , 
students. Thdb "bosses'/^re a caste which, like all 
_ _ r cistcs,' tends to reproduce itself, and to transfer 
Tt/flovi^r to its children. Thus, the majority of the 
•"bosses" di||hemselves sons or nephews of "bosses.'* 
Perhaps in the future there will also be daughters 
"bosses." 

For the time being, liowever, the examination juries 
reniain exclu^ivelv .composed of ,pien who, all plher 
things being equSi^ automatically favor men jai the 
" race fof <dip]omas,^that is, for the top hospital functions. 
At the bottom of the scale, oq the other han^^^ihe^ 
health roles are^rgeiy left to women. ' I 
The consequences of the i^inization of certaiii| 
traces are well known: bad wages and poor social; 
status. In France, the consequencifcs of 455 Mtuatifiii 
are serious as we are particulary short of nurses. We 
havc^ about 150,000 nurses in Friye, ^ij^uml^^ 
- "below our needs. In the past, nurses were jrccruitM 
_ essfiiH iaUy anagjagij^Uher nuns or young country pf|l^ 
^^^iWl^V^om trade represented sociflJ proihbtioir 
' Studies were short and smrie. Today thesf studM| hav^ 
become much, longer, and i»w last 28 months allfer thp 
end of secondary education. The recruiting level >te, 
^therefore, muc"fi higher. Many young gi?ls still ^eooine 
nurses by calliilg, out of liking for this M(ork» btfrafter 
an average of 5 years, they quit>Why? V 
In4he public sector, w%h iS;|^^ largest aector in 
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France, they consider, themselves ill-paid. They are 
right, A beginner nurse earns about $400 per mbnth. 
Then they .discover that they have no real opportunity 
for promotion. Again, they are right. In order to pass 
the certificate of aptitude to become a ward-sister, they 
must have at least 3 years of experience in addition 
to* their studies. 

After a few years of experience, obviously^ a nurse 
feels she knows as much or even more than a young 
doctor. The educational system, however, provi<^ no 
bridge to allow her to acquire a medical dinloma with- 

- out having to become-a student again foHH^er seven " 
years. Experience, what she has learnedTiy practice, 
counts for nothing. 

Lastly, when nurses riferry and have young chil- 
drens hospitals do not prbyide^ iiifficient nurseries.. : 
where they could leavej thefr7cMIdr,(^n whilc> 
Besides, their working: hpurt; ^.W^^^ 
and Sunday wbrki ^'^.J^cjS^K^'b^^^ widi f^i^^!^^^ 

All, this is pausing nuifs^^^p^ye^ '^h^Scj^ 
frequency and as nurses bei^ip^* feWbr, harder is the 
work tpr those who remain. In some departments, there 
is only one nurse for 20 beds. The shortage is even 
gre^tei: of nursing-aides, wt^ must undergo one year 
' i)t^4irimg and do^ ^^^^ ' - 

''^:;:;There is also a shortage of ihf^t-nurses. Tlje infant- 
nurse is a specialized nurse %ho has studies one year 
Jn addition to'her regular nurses studies, and who as- a* 
sists the pediatrician in all public services where he 
(or she) works. There should be one infant-nurse per 
100,000 inhabitants. We do not have one-third of this. 
They are also ill paid. This situation of general short- 
age has been vigorously denounced several times, and 
has even led to strikes. The Minister of Health is striv- 
ing to change it. 

We also need family helpers and social, wprkers^ as 
society uses growing numbers of them^ an<? ^uses,*^ in 
general, more medical and paramedical * people, for 
obvious reasons, the first of which is the general rise 
of the level of knowledge in the population, and the 
popufarizalioh of medical information. The second and 
most powerful reason, no doubt, is that, as I have 
said, medical expensed are reimbursed. . 

Every person under Social Security in France can 
even havft, a yearly, complete; frdle of charge medical 
Hieck-up? The total budget of what we call "Social 
atecurity'' is* greater than the whole budget of France.. 
This is^ a cl&jujjljkM of the scope of health ex- 
penditure inf^^^^H^. 

- Thus, it is^^lllllPlnnbre shacking to have t(S; say 
thai i situation IS to bfe found in the-he^tth occupa- 
tionifllimilar to the situation in all trades: the va^^^-^ 
majority ol^ women are kejjt away frqnj^the ^igher 
grades oj^ thi^hierarchy, from hi^er' wages,^and froln 
positions of i^ecisionmaking power. 

' How4^er, there is a 'subtle but not insignificant^^- 
f^rence betwden women in other occupations: T^lt 
liifference is that women in health have a strong feel- 
ings and ^^must be said, a rewarding feeling, that they' 
are pecessary, that they are useful/Useful, not to the 



prpmdtion of goods, to a company*s sales, Or to a 
business leader's ambitions, but to both the whole of 
the human community and, at the same time, to Bach 
of the patients whom they nurse. 

I personally do not belicive that there is a specifically 
feminine nature, a particular biological disposition 
which causes women to dedicate themselves to service ; 
and men tcf dedicate themselves to commanding. There 
is no scientific proof of the existence of any such in- 
. born inclinatioil to self-sacrifice on the part of womeni 
If this inclination is to be noted, however, although it 
is less and less, it is more likely attributabre to cultur^^ 
and ^6 all that has weighed for centuries upon the 
uncoj^iscibus mind of women; so easily persuadied that 
they-« are guilty, that they liave 'tb'^ be . for^vert 
beidg^ womep, and Iha^^they sfre not dapsible ot doing 
wha ■ rt can. do. : 



'^ml^^^^h pursue these considerations, they shall 
lea3 me tbo far away from our subject. Whatever the 
causes, whether it is culture of feminine nature or even 
a roundabout way to recover a. 'position of moral 
superiority, it is^a fact that l^ny women are in the 
various health|,^cupations, Imt all paramedical pro- 
fe$sion|tf|(re exclusively practiced by women. 

Therefore, setting aside the material aspects of 
their profession, I invite you to consider one particular 
aspect of this situation. You know that, at all levels, 
occupations in the health field are strongly individual- 
izefi. They have no mechanical character, and provide 
abundant human contacts. 

A good example is the nurse. At the hospital, she 
has far closer relations with the patient than the doctor 
ever has. Illness for her is never theoretical. It is not 
something on which she lectures, or draws diagrams, 
or writes books. One could almost say she has the 
monopoly on the human relationship with the patient, 
just as^wonien have the monopoly on. the relatiqjpship 
with children since, from the mother (b the day-nuirsery 
and then to primary school, children are reared almost 
exclusively by women. * 

Now, what do we do with this knowledge, thus 
accumulated by the nuree? W^at be^nes of it? 

In all'djfisciplines, at every level, tnere is preoccupa- 
tion nowadays with the problems of communication of 
information and transnrdssion of knowledge, becau^ 
we have learned that whomever holds knowledge holds 
power. The health professions seem to me very typical 
of a field displaying extensively the relation between 
-information, knowledge and pbwer. ^ ^ 

t shall not surprise you if I say that niedic(ae« is no 
longer an art', but a science. There is appafC^^^jthr 
ing in' common ' ^ * ^-^-^^i- 

and, for examj 

artificial kidney, who is a real technician v^ttfoutjdiom^ 
the apparatus cannot work. But the nurse llremsffR the 
person who is in permanent contact with the patient, 
the person for whom c^jse is never ian abstraction. 
^I^e is« therefore, in a pdSljLn to gather a considerable, 
mass of information about th^atient as well as abouf 



173 



\ 



4 



:>n J^ween a 19th century hos^jf^'ntiirse 
nopPl nurse specialized in the use of tfie 



the organization of the hospital department where sill 
works. 

What, ill fact, becomes of this information? 

^. Nothing much. In the first placejibecause a nurse, 
' just as a doctor, in France, receives little or no training 
in 'this particular aspect of their jobs. The nurse is 
nol!^tau£^t to collect information which the patient may 
pFevide;-she is not taught to listen^ to him. Even if 
she knew how to do it, she has so many tasks to ac- 

- cpmplish that i^ isjmpossible for her to spend the lime : 

she |udged necess£iry with a patient. Ndt has she time 

W reflect inethodically over the improvement of the 
conditions of l^spital life, for listening and thinking 
are activities raVely considered work. 

Nevertheless, although in an' iinperfect and incom- 
plete 1lay» she does gather information. Yet all the 
facts of which she is aware acquire the concrete value 
of knowledge only when the information is transmitted 
jto the doctor. What does he do with it? tie interprets 
this .^information accprding to his own knowledge, the m 
medical knowledge. " 



to children. Who really hears them? Who listens to 
them? ; 



The real power is then wielded by (HPSbctor, since 
he sorts out information transmitted to him by the 
nurse. He rejects som^ he retains other. Only the in- 
formation he decides to retain builds up in^jL Knowl- 
edge — ^with a capit^"K." All the rest is lost ■Unused. 
-J^either the ilurse nor the doctor use it. * V • ■ ^ 

But there is a great mass of knowledge of which the 
nurses,,.! repeat, have the monopoly. This can cer- 
tainly^'fii, said of infant-nurses. This knowledge repre- 
sents a considerable wealth. • ./^^ - ; 

V I am saying this not only to remark that this we^th 
hich women in health occupations possess is wasted, 
but to draw your attention to what could be done with 
it by these women. y 

To draw a parallel, let i|s for a moment consider the 
woMah as an*educ4)!Cur. Whether simply ^confined to her 
^ole as a mother, or^^^t|ier she is a teacher^it is she 
who is in touch with the^KiMren. Particularly, thg/du- 
cation receiyefd by children in the first years of .their 
Wis is entirely in t|ie hands, of womcjii. To my knovS- 
edge, no scientific study has been made of thd conse- 
^ queiices of this phenomenon. The importance of these 
first yc^rs is well known, however, importance from the 
individual as well as ||rom the sociaK points of view. 

* ■■■ . , . ■ . ...... r 

It is not sqrprising tha^ithe most radical, among the 
feminists dp not exploit this monc^ppl/^ over childhood 
which wopen retain. It has 'alwa^y^^^^ ^ wonder to 
me that they fight against men, *t||Bt Jh^y strive to take 
their place, instead of rearing, as^.they MVe the means 
to do, different men and different womeii through the 
e^ducadon they dispense. 

And iJpote here also, that information on children 
gathered Dy women is rarely used. Here feo, one does 
not know how to look and fisteti. Everybody speaks 



Someti^ies, oh the occasion of an illness or trouble 
of some kind, some information is communicated by 
the mothff to institutions where they are sorted out, 
and the part which is retained is turned into knowledge. 
(Institutions — that is to say schools, or the flil^i^ 
world). Here also,^ on the one hand, information is 
largely wasted, lost, and on the other hand, knowledgfj, 
and pQ\yer ar(;,^ven up by tHfe women to men. 



Mt is true that we shall probably^we' in tht future 
an increasing number of wpmen entering positions 
which are apparently limited toymen at the present 
time, and therefore, the distinction I made t>etween 
those who gather information and those who transform 
it into knowledge-power, will no longer be such a 
cleavage between women and men. 

U is true,||TOgressively, we^Bill probably see the 
health *occupati6ns, at pres^jjf^xclusively femihin§|F 
.practiced also by metii espedlly if salaries are raisMC 
And this must happenj as thmquirement for personnel 
grows. It is true that in couples where both husband 
and wife work outside, the education of children will v 
jprobably grow to be shared more equitably between 
the parents. 



This evolutioiPSrill be slow. I think nobody has any 
illusions about this. But above all, it is an evolution 
which as yet-concems some women individually, rather 
thian the mass of women. 

For a Ipn^ time yet, the unbalance will be to the 
^ advantage of men. 

Because^ey are supposed^ to retain knowledge, they 
will in fact igtipt' power, while m^h precious informa- 
tion on childneh and on the sick, on childhood and on 
Illness— ^thesc spheres reserved for women — ^willottmain 
unused while thousands and millions ot women will 
remain at the bottom of s^iety. 

But I say that this society could be radically sub- 
verted by the women we are speaking about, if they 
vxlecidc collectively that they are wOrth m(^«^ because 
they know more, because they know somi^thls^. 
Because it is they who cover the immegsegflf^fStt' 
human* exchanges and relatiohshij^ the valv^ ofe^ich 
are infinite. v • . ^ 

But do they really want to trapsform society or 
4o they simply want to take men*s place, to act ; ili 
men do, and to invert the roles, the dominated bi^ 
coming dominant and vice versaZ. . .^v ^ 

This is an issiie which goes beyond that of women in 
health 'opcypations. Moreover, I do not know pie an- 
swer tc/it, although I have a few ideas on it. It is not^ 
the subject you have asked me ta treat. I hope that utC 
the field in whicji you wanted me to speak, I havej 
given you the information you expected. ; , | 
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In the same degree that we in the United States 
"discovered", or "rediscovered", the blacks and the 
Upor in the L960's, we seem to be discovering the 
women in the f970's. And that discovery , appears in 
all economic and^ social sectors^, including the health 
one. Many studies and articles have appeared tnins*^ 
lating that discovery. Still, most of the lengthy^i)ibli^ 
ography that has appeared on the subject (to d^^jt^i^eiil 
and afialyze the extent of sexism in the hej 
seems to focus on the prpbljjni^ .{ace^ by 
sional woman. But, however, Mportarit 
may be, they are only a part — a small pai 
the far larger problems encountered by ali 
are producers of services in tjiie 'ftealth^^ 
jectives of this article are (ti^to de^qig^ 
of-not only a few but all women who] 
services in the health labor force 

overall labor force in the Onit 
own interpretati6n of some.^ 
Jhat situation; and (3) to' 
.for change. 

|ng t^t^^m^erstand the situSfibn of women as 
produces of servicesl^uheshealth sector,'we have first 
of all to focus our analysis (1) not on the world of 
women but on the world of men, and (2) not just on 
the health sector, but primarily on the socioecohomic* 
forces of the entire society that determine t^ function, 
nature, and composition of that sector to start with. 
Indeed, I believe that most sociological research done 
^bn this subject has had two major weaknesses which. 
Lpostiilatl^ has led those studies to conclusions that 
have been empirically invalid and ineffective policy- 
wise. ' ■•• 

The first weakness of that research is thaFmost of the 
analyses on the current situation of women have tended 
tafocus on women hs if they/themselves were responsi- 
*^l)le for that situation. 1 disagree with those analyses, 
since I believe l|iat the so-called "wdftg^n' s^ qu 
or "women's problen()^s actually the:,-^-'^^"^ 

*Not delivered *at Conference, .but published hy invitation in 
Conference Proceedings. In the biographical imormation diV 
tributed during the C6nference, Dr, Navarro should have 
been identifi^ as a: consultant t^; the U.S. Agency for Inter* 
national DeveI6pment rather than as a consultant to^e 
World Heafth Organizatiwiilir ^ 



and society^ i.e., to understaind the ptt^ent situation of 17S 
women as producers iti the heafth sector, we miut 
understand the distribution of* political and econoime 
power in, the world of men. Actually, we can s^*^that7^» ' 
what i$>ha{>peoing in the analysis of what is usually T 
referred tP'^as the women's question in the 1970'5^ is -' ^ . 
Very similar to theistlltdiies and analy»ep of poverty and 
the poor that were^ifeail^in the J96(^$^ Whe poverty 
was "discovered" jri J^ 

studies were cohducted on the poor aftd on the culture 
oi poverty. V^. few ^todies, however, examined the 
economic and pplitical systenr whicft determined that 
poverty. As a result of this singular focus, the strate- 
gies for improving the conditions of the poor were 

, named in terms of the poor themselv^. Today, we. 
have as many poor, people — if not more — as when 
those strat^es started. 

In the 1970's one can see a replication of lUs^ 
singular, focus in the study of the so-called womdl*s 
question, in which most of the focus is on women, an# 
very little is on the social and econondc systems, con- 
trolled by men of defined clas; backgi|pnds, which 
determine the inferior social and economic status of 
working women. Just as poverty cannot be understood 
without^^n understa;id.ing of wealth, the distribution of 
wealth, and the res^ons for the. wealth ahd. income 
differentials in this country, the situation of women 
in the health sector cannot be und^tood without an"^ 
understanding of ^the world of men and the distribution* ' « 
of the social, economic,- and political power . ^thin that 
world. To understand the situation of women, then, one 
n^Ki^ analyze not women as such, but' the entire socio- 
ecbilbittic and political system that generates, creates, 
and perpetuates the pre^t ^nation 5f .wc^en. . * 

J .The: second erronepus focus of a-4argemumb^ of . ^ 
those sociological studiesj'on womei^ as producers in 
the health sector has beeri to focus on the health sector 

JM?'f'- i.e. , an analysis ofl the social forces within|^ 
health sector as determinants of ;the distributiini of 
responsibilities within that sector. In doing so, how- 
iever, the assumption was made thart the health sector 
was autonomous and had a dynamic of its own. An 
example pf^iC^rroneous focus is the ."great sales job** ~ 
that is cuM^i^iy being ^done by quite a number of 
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